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Introduction
Worry has been defined as “a cognitive activity that involves anticipating multiple 
potential future negative outcomes. Thoughts of one negative outcome lead to 
another negative outcome in a continuous chain of anxious apprehension.” (Roemer, 
1997). Generally, worry is considered to be the cognitive component of anxiety.
On a professional level, I am drawn to the topic of worry because I have seen it 
impact enormously on so many of the service-users I have had contact with 
throughout my working life. I am not referring only to those suffering from an 
anxiety disorder, but just as much to those who have suffered depression, or 
psychosis. Worry, I am sure, has played a part in the maintenance of the disorder in 
each and every one of these people, and I would hope that if I expand my knowledge 
of worry and its treatment, I may use that to benefit service-users and help relieve, if 
only a little, their distress. On a personal level, I am drawn to the topic of worry 
because it has existed as a part of my own everyday life since I can remember. And 
although my worry has not reached an excessive level, it has been very much 
something I have felt, and this helps me to begin to appreciate worry as a potentially 
difficult and distressing experience.
Pathological and Non-Pathological Worry
Arguably, there are two very different types of worry. The first, ‘normal’ (non- 
pathological) worry is seen as constructive, functional and experienced by all human 
beings to varying degrees. This type of worry comes and goes, often in response to 
life events and mood states. The second type of worry is excessive (pathological) 
worry. This type of worry is dysfunctional and can be an extremely distressing 
experience. People with pathological worry often experience intense anxiety, mood 
disturbance, indecision, sleep disturbance and report various physical complaints.
In psychological research there has been a limited amount of attention paid to worry 
of the non-pathological type. I would suggest that this is because non-pathological 
worry has not warranted significant concern and is accepted as a part of every
individual’s life. For this reason, the theories and treatments discussed in this essay 
refer only to worry of the pathological type. Also, as a clinician I feel it would be 
more important to do this.
Excessive worry is a contributor to a range of psychological disorders (e.g., Panic 
Disorder, Obsessive Compulsive Disorder), but it is the key characteristic of 
Generalised Anxiety Disorder (GAD), a disorder “...characterised by excessive and 
uncontrollable worry about everyday things ” (Diagnostic and Statistical Manual of 
Mental Disorders IV). Pathological worry itself is not currently identified as a 
disorder in its own right and so most of the research in the past has addressed worry 
in relation to GAD. That said, pathological worry as a separate and unique 
phenomenon is gaining increasing attention in psychological research today. For 
this reason, I will refer as much as possible to studies which have addressed 
pathological worry alone. But as this is still somewhat limited, I will also refer to 
research which addresses worry in relation to GAD.
In the first part of this essay I will discuss how psychological theory has been used 
to explain pathological worry. Each theory offers an explanation of worry based on 
its function. Through consideration of the evidence base and through reflection on 
my own personal and professional experience of worry, I shall attempt to establish 
which theory(ies) I believe to be the most effective in helping us to understand the 
process of worry. In the second part of the essay I will discuss how as clinicians, we 
might treat pathological worry. Each theory of worry lends itself to a particular 
treatment, some arguably more effective than others. However, I believe it is 
important that we consider a range of treatments when selecting the most 
appropriate for the client. My discussion of a number of treatment options reflects 
this.
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Why Worry?
Worry as an Attempt at Problem Solving
Davey (1994) suggests that pathological worry is a dysfunctional attempt at problem 
solving which serves to increase anxiety (in comparison to non-pathological worry 
which is a functional attempt and decreases anxiety). According to Davey, the key 
difference between the pathological worrier and the non-pathological worrier is that 
the former perceives their problem-solving ability to be lower in comparison to the 
latter. The effect of this is likely to be poor problem-solving performance. This 
poor performance confirms the worrier’s belief that they are poor problem-solvers 
and sends them into a vicious cycle of worry and poor performance.
In my view, the problem-solving model does offer a valuable explanation of the 
function of worry. During my own periods of worry, I recall focussing a significant 
amount of attention on the problem at the centre of my concern. In attending to the 
concern, I have searched for solutions and have often selected one of these. It is the 
fact that cognitive time was given to the problem that made this possible. However, 
in relation to pathological worry, I do feel that the model offers an over-simplistic 
explanation. I cannot conceive that pathological worry develops simply as a result 
of a negative perception of problem-solving ability. My experience of working with 
clients who experience excessive worry leads me to believe that the problem is 
much more complex than that.
Avoidance Theory of Worry
The avoidance theory of worry has attracted a large amount of research. Borkovec 
et al. (1998) believe that worry is a cognitive avoidance of perceived dangers. To 
illustrate, the client with excessive worry might believe: “If I worry, I will keep 
loved ones safer. It prevents bad things from happening.” Many of the perceived 
dangers are irrational and unlikely to occur. The worry process is then negatively 
reinforced when the feared aversive outcome does not occur. As a result, the 
worrier believes the process of worrying has prevented the feared outcome. Of 
course realistically, this is not possible.
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Eysenck (1992) supports an avoidance theory of worry but offers a different take on 
it. Eysenck suggests worry is initiated when threat is detected. When this occurs, 
threat-relevant thoughts, images and information are brought into awareness. This 
prepares the individual to anticipate aversive outcomes. The individual can then 
choose to prevent (avoid) the aversive outcome. The worry process is negatively 
reinforced and more likely to occur again. Interestingly, it may not just be external 
negative events that are supposedly avoided by worrying; some research has 
suggested that worry is used as a mechanism to avoid internal distress too.
Roemer and Orsillo (2002) suggest two different mechanisms involved in worry. 
They define the first as “superstitious perceived avoidance of low-probability future 
events”. This is similar to Borkovec’s conceptualisation of worry discussed above. 
The second is defined as “experiential avoidance -  that is, both strategic and 
automatic avoidance of internal distress” whereby “worry about minor matters may 
serve to decrease thoughts and feelings about one’s sense of worthlessness”. If this 
is the case, a client with excessive worry and a negative perception of him/herself 
might be (understandably) drawn to worry, in order to avoid increasing feelings of 
worthlessness or self-critical thoughts. Once again, the worry process produces a 
favourable outcome and is negatively reinforced.
Such powerful reinforcement of the worry process can be dangerous for many 
individuals who suffer from pathological worry; the individual who worries could 
easily slip into a vicious cycle of worry, avoidance and reinforcement. Roemer and 
Orsillo (2002) note that rather ironically, worry itself becomes a form of internal 
distress, especially if the individual becomes worried about their worrying (“I have 
got to stop worrying, it is out of control and bad for my health”). And, any attempts 
made to avoid it might actually (paradoxically) serve to increase it.
In considering my own personal experience of worry, I am not consciously aware 
that its function has been to avoid a perceived danger. However, my experience of 
‘normal’ worry and worry of the pathological type may serve different functions. I 
can certainly appreciate how positive meta-cognitions about worry (e.g., “worry 
prevents bad things from happening”) could contribute to the maintenance of it.
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Worry as the Inhibition of Emotional Processing
I believe theories that conceptualise worry in terms of the inhibition of emotional 
processing come under the banner of Avoidance Theory. However, attention is paid 
to the verbal-linguistic nature of worry. In other words, when an individual is in the 
process of worrying, it is words and thoughts (as opposed to images) that are 
running through the mind.
Borkovec et al. (as cited in Gladstone & Parker, 2003), suggest that (in comparison 
to imagery which elicits increased physiological activity) the verbal-linguistic 
system is less connected with affective, physiological and behavioural systems. 
Because of this, the verbal-linguistic nature of worry is responsible for reduced 
physiological activity within the individual, and thus is also responsible for the 
inhibition of emotional processing. As a result, the verbal-linguistic system plays a 
vital role in the maintenance of pathological worry. Should the theory be accurate, 
in any emotional disorder characterised by thought (e.g. in GAD), emotional 
processing will be inhibited and anxiety-provoking meanings and emotional 
disturbance (e.g., anxiety, depression) will be maintained (Gladstone & Parker, 
2003). To illustrate, imagine the client with a fear of entering crowded places. The 
client engages in exposure therapy. According to Foa and Kozak (1986), for 
extinction to take place, one must access the full fear structure stored in memory and 
undergo the associated emotional processing of it. Worry, however, prevents this 
because emotional processing is inhibited. The fear of crowded places then remains 
along with associated feelings of anxiety and often depression. The theory can be 
linked to Roemer and Orsillo’s ‘experiential avoidance’ function of worry 
previously discussed, whereby worry blocks emotional processing. Only, Roemer 
and Orsillo focus more on the specific function of this, which is to avoid internal 
distressing thoughts.
Like problem-solving theory, I would question whether avoidance and inhibition-of- 
emotion theories might be too simplistic. Although they provide an arguably strong 
theoretical framework in explaining the function and maintenance of worry, there 
may be some other factors involved. For example, Roemer and Orsillo (2002)
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propose that their avoidance theory meshes nicely with recent theory regarding the 
role of ‘intolerance of uncertainty’ in worry.
Worry as a Response to Uncertainty
Some research suggests that worry is a normal, effective response to uncertainty that 
may become self-perpetuating with long-term negative consequences (e.g. Shearer 
& Gordon, 2006). Such research identifies the function of worry as reducing 
subjective uncertainty. For example, a client with excessive worry may hold the 
(distorted) belief that by thinking about the problem-in-question enough, they will 
feel some sense of certainty. Furthermore, Roemer and Orsillo (2002) suggest that 
the tendency of the individual with excessive worry to catastrophise and predict 
negative outcomes, together with the belief that worry serves to control or prevent 
such outcomes, helps provide a sense of certainty.
If worrying provides some relief from an intolerable sense of uncertainty, we can 
appreciate why worry would be reinforced and maintained. In serving this function, 
it is likely that positive meta-cognitions about worry will develop. For example, 
“worry helps me feel more sure about things” and actually I recall a client who I 
worked with a year ago who said just that. As argued by Adrian Wells (1995, 2002) 
in his research on GAD, meta-cognitions deserve significant attention in a model of 
worry and has therefore developed his ‘Met cognitive Model’ of worry.
Intolerance of uncertainty may play a significant role in the development and 
maintenance of pathological worry, however, I would not suggest that the sole 
function of worry is to reduce uncertainty, or that every person with pathological 
worry experiences intolerance of uncertainty. As clinicians we must always bear in 
mind that one model rarely fits all.
I believe it is important now that we consider the contribution made by 
psychodynamic theorists in understanding the process of worry. Interestingly, 
through examination of the literature on psychodynamic theories of worry, some 
overlaps with theories already discussed emerge.
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Psvchodynamic Explanation of Worry
Psychodynamic theorists believe worry is a defensive function of the ego, which 
serves to either avoid an anticipated trauma, or the painful emotions resulting from 
one already experienced. This is almost identical to the explanation of worry as the 
inhibition of emotional processing offered by Roemer (1997) in her study of the 
treatment of worry in trauma-exposed individuals. It also parallels avoidance 
theories of worry. However, neither Roemer nor avoidance theorists write in terms 
o f ‘defence mechanisms’ or the ‘ego’.
Psychodynamic perspectives of worry look beyond avoidance or defence 
mechanisms in their explanations of worry (Crits-Christoph, 2002). They also 
emphasise the role of interpersonal experiences and insecure attachments created 
during early childhood in their explanation of worry. In a self-report study by 
Cerveny (2006), a direct link was found between pathological worry and insecure 
attachments to parents in childhood. Cerveny also found that distress experienced 
from stressful life events was a predictor of pathological worry. Crits-Christoph 
(1996) used the idea of the effect of past traumatic interpersonal experiences to 
devise his ‘ Supportive-Expressive’ psychodynamic theory of worry and anxiety in 
GAD. However, there is as yet little evidence to support the model. Also, I would 
question how possible it would be through self-report studies to establish a true and 
valid picture of the link between early interpersonal experiences, attachment and the 
development and maintenance of worry. In my opinion, there are so many factors 
that we must take into account if we are to understand why one individual 
experiences a life characterised by excessive worry while another’s life is not 
touched by it.
What other Factors Are Involved?
There has been limited research into the possible effect that other factors such as 
personality, gender, culture and the family has on the development and maintenance 
of pathological worry. However, I believe that it is important to at least consider the 
potential role each of these might play.
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Gladstone et al. (2005) examined the clinical and personality correlates of severe 
worriers. They found that people with severe worry tended to be more ‘introverted’ 
and ‘obsessional’ but less ‘agreeable’ and ‘conscientious’. Sabebi (1997) found a 
link between worry and neuroticism and suggest personality plays a significant role 
in the development of worry. However, I would exercise caution in implying a 
cause-and-effect relationship here because it could be that the development of 
pathological worry affects an individual’s score on a personality scale rather than 
vice versa.
Silverman et al. (1995) studied worry in children. The study revealed few age- 
related differences but found that girls experienced higher levels of worry than boys. 
In a study of worry in children and adolescents. Brown et al. (2006) suggested that 
boys and girls differ according to the content of the worry, and that this is also the 
case for people of different ages. Silverman et al. also found cultural differences in 
levels of worry whereby African-Americans reported higher levels of worry than 
white or Hispanic children. However, a study by Watari and Brodbeck (2000) 
investigated the impact of culture and acculturation type on worry and found no 
significant differences between Japanese Americans and European Americans. The 
findings of Silverman et al. and Brown et al. might indicate who is more likely to 
develop pathological worry. However, in order for us to clarify this, more 
longitudinal studies are needed. Furthermore, the studies do not give an explanation 
of the actual mechanism behind these differences.
Brown et al. (2006) found that adolescents who talk to their parents about their 
worries were less likely to worry about being liked, failure, their future and their 
friends than those who did not. This led me to wonder about the potential role the 
family might play in one’s likelihood of developing pathological worry. According 
to Family Systems Theory (e.g. Bowen, 1978) the (largely unspoken) ‘roles’ and 
‘rules’ that are developed within a family affect how emotions and concerns are 
expressed within that family, to whom and by whom, and indeed, if they are 
expressed at all. I recall so many clients who have said to me “we don’t talk about 
emotions in our family”. Looking back, many of these clients experienced high 
levels of worry and anxiety. Within a family, great amounts of learning take place;
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the way in which a family member communicates, expresses or exaggerates 
emotions such as worry or fear provides a model for the others. Perhaps even the 
presence of poverty, discord, isolation, etc. might affects the likelihood of someone 
developing pathological worry. I would like to see further research in these areas.
The Treatment of Pathological Worry
Through experience I have learnt the importance of regarding each individual as 
unique. What works for one person may not work for another. It is therefore vital 
to consider various approaches in the treatment of pathological worry. Each of the 
treatments I describe here have been developed in response to the theories of worry I 
have discussed. Interestingly, most treatment approaches have been developed in 
response to avoidance theories of worry. This is seemingly the most prominent 
theory of worry today.
Cognitive-Behavioural Techniques
Many strategies used in the treatment of worry come under the banner of CBT. This 
might include some simple Psychoeducation regarding the possible function of 
worry, its effect on anxiety and the negatively reinforcing aspect of avoidance. 
Attention must be paid to the rigid nature of worrisome thinking and responding 
because treatment should aim to increase the flexibility of this (Roemer, 1997).
As worry is a cognitive process, Cognitive Restructuring is an important treatment 
strategy. This encourages a more “rational” way of thinking that is less anxiety 
provoking. The client will be asked to identify specific thoughts they have when 
worrying. The evidence for these thoughts is examined, as is the probability of the 
feared event occurring. The client may be asked questions about the feared event, 
for example, “have you coped in similar situations before?” or “how might you 
minimise the negative effects such an event?” During exploration with the client, 
any information that indicates the likelihood of coping is picked out. New, more 
adaptive thoughts are generated from the exploration and are then used when worry 
thoughts return. This technique, like many things, requires practice. It is generally
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believed that cognitive restructuring is more effective when coupled with treatments 
that focus on somatic experiences (e.g. progressive muscle relaxation and imagery) 
or behavioural strategies.
If problem-solving accounts of worry are accurate then pathological worry 
represents a dysfunctional attempt at problem solving and worriers have less 
confidence in their problem solving ability. Problem Solving Skills Training 
involves brainstorming and breaking down problems into steps. Various options are 
evaluated and action plans are drawn up. This is a helpful skill to develop but alone 
I feel it is unlikely to be effective in treating the intense worry of the pathological 
type.
According to avoidance theories, pathological worry seems uncontrollable because it 
is so strongly reinforced through the use of avoidance techniques. If this is the case, 
there is a need to prevent the avoidance response. However, one cannot simply say 
“stop” in order for this to happen. For this reason, Thought Monitoring has been 
used as a technique in the treatment of pathological worry. In thought monitoring, 
the client is asked to become very aware of when worry is initiated throughout the 
day. Cues are recorded and this helps the client understand the function of their 
worry and see what they may be avoiding. Also, if one is aware of cues, coping 
strategies may be used at an earlier stage in the worry process. This serves to 
increase confidence in their ability to cope and reduces any sense of hopelessness.
Avoidance theories have also triggered a growth in the use of Mindfulness 
techniques to treat pathological worry (Wells, 2002). Mindfulness is the opposite of 
Thought Supression, a much-criticised technique whereby worry thoughts are simply 
pushed away. Mindfulness is a meditation-based technique and encourages the 
individual to focus their full attention on thoughts, feelings or actions in the present 
moment (Linehan, 1993). Like thought monitoring, attention is paid to worry cues 
and automatic worry responses. Automatic patterns of responding can then be 
replaced with more intentional, flexible responses that are chosen. Mindfulness 
meditation involves using observe-the-breath exercises in order to bring wandering 
thoughts back to present-moment experiences. It helps to develop one’s ability to
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control attention processes so that, for example, intrusive, worrying thoughts of the 
past or future do not get in the way or cause distress or worry. Mindfulness is a 
large component of Dialectical Behaviour Therapy (DBT), developed by Marsha 
Linehan (1993). Last year I worked within a DBT model in a service for people 
with Borderline Personality Disorder. Although not every individual found 
mindfulness techniques effective, many did, and with practice became increasingly 
able to avoid very distressing thoughts. However, Wells (2002) has recommended 
caution in using mindfulness in the treatment of worry, explaining that techniques 
involving a focus on the self may actually increase stress vulnerability.
Exposure-Based Techniques have been developed over a number of years and are 
based on the notion that worry is initiated in response to threat (avoidance theory). 
Exposure techniques aim to repeatedly expose the individual to worry cues so that 
the worrier learns that most feared aversive outcomes do not happen (remember, 
according to avoidance theory, people with pathological worry often believe that 
their worry protects them from an aversive outcome). Eventually the threatening 
meaning of the worry cue lessens.
Self-Control Desensitisation is an exposure technique whereby a worry
circumstance is presented imaginally. At the moment of increased worry and
anxiety, coping responses are initiated and rehearsed and continue until the worry 
diminishes. This is repeated until the worry cues cause no worry or anxiety 
(Roemer, 1997). However, I would question how effective imaginary exposure 
would be when faced with a real-life situation. For this reason, in vivo behavioural 
experiments are often used. This real-life exposure to worry cues would either be 
gradual {graded desensitisation) or immediate (flooding). Flooding involves the 
sudden and lengthy presentation of a worst-case scenario in order to lessen the
threatening effect of the stimulus and therefore the worry response. Although
exposure by flooding generally seems to work best, there are issues around how 
ethical and safe it is to put people through so much emotional distress.
A commitment by the client to schedule special Worry Periods during the day can 
also be used as a technique to help manage excessive worry -  this time by limiting
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worry exposure time. When worries occur throughout the day, they are ‘postponed’. 
That is to say, the client may acknowledge and record the worry but postpones 
focusing on it until an allocated time(s) during the day. This ‘worry period’ lasts for 
a specific length of time (e.g. 30 minutes) and begins at the same time(s) each day. 
During the worry period the client attends to all worries recorded throughout the 
day, allowing for exposure to worries. The frequency and duration of worry periods 
are gradually reduced over the course of treatment. The process helps the individual 
to gain a sense of control over their worry. Brosschot and Van Der Doef (2006) 
found that the use of worry periods helped to significantly reduce a broad range of 
somatic complaints as well as worry levels.
A cognitive-behavioural treatment that targets the role of intolerance of uncertainty 
in worry has also been developed. The treatment involves a combination of re- 
evaluation o f positive beliefs about worry, problem-solving training and cognitive 
exposure to feelings o f uncertainty. The treatment has been shown to be effective in 
a group situation as well as individually (Dugas et a l, 2003). I believe these 
findings indicate the importance of combining treatments in order for there to be an 
effective outcome.
Psvchodynamic Approaches to Treatment
Psychodynamic theorists explain worry in terms of avoidance (defence) 
mechanisms. Like some cognitive behavioural treatments, psychodynamic 
treatments have focused on building insight about what the perceived dangerous 
outcome is and the actual likelihood of it occurring. However, Psychodynamic 
theorists also emphasise the role of interpersonal relationships and insecure 
attachments in childhood. Treatment is therefore interpersonally oriented and helps 
the individual explore their internal representations of the self and others. They 
learn how these are activated in adult life and attempt to understand how they impact 
ongoing interpersonal relationships and generate worry and anxiety.
As Crits-Cristoph (2002) explains, the assumption in psychodynamic therapy is that 
extensive amounts of session time are required for clients to recount their 
interpersonal experiences in great detail. The client’s memories, feelings and
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understandings of the events that transpired between people are explored largely at 
the client’s own pace. Psychodynamic therapy is much less structured and directive 
than CBT. Attention is paid to the therapeutic relationship, transference and 
counter-transference reactions.
In Supportive-Expressive Psychodynamic Therapy (Crits-Cristoph et a l, 1996) there 
is some incorporation of directive techniques, such as relaxation and thought 
monitoring. However, Crits-Cristoph (2002) suggests that some clients will not see 
therapy as a place to discuss distressing interpersonal concerns once placed in a 
passive role where they are directed through a range of skills, as in CBT. Perhaps a 
careful balance needs to be reached. This brings me back to my belief in the 
necessity to consider a range of treatments. The optimal outcome might be reached 
through the integration of a number of treatments.
The CALM Study (Controlling Anxiety in Later-life Medical Patients) intervention 
combines a number of treatment techniques in order to reduce worry and anxiety. 
Although the intervention has so far only been developed and piloted with older 
adults in primary care, I consider it a perfect example of how various treatment 
approaches can be integrated and delivered effectively. The CALM Study 
intervention has been developed by Wetherell et al. (2005), who approach the 
treatment of anxiety and worry in a flexible way. Based on an assessment of need, 
the role of the therapist is to customise the treatment to the individual in order for it 
to be most effective.
The treatment consists of 14 modules. Each one addresses a different issue or 
teaches a different skill. CBT-based modules include problem-solving skills 
training, cognitive restructuring, worry periods, thought stopping, thought 
monitoring, and coping with low mood and avoidance. Other CBT modules include 
relaxation, mindfulness, acceptance and exposure. The ‘Life Review’ module 
provides a psychodynamic element of treatment. In this module the client’s life 
history, especially their childhood, is explored. Individuals are also instructed to 
select one significant period of their lives to explore in extensive detail, and generate 
new understandings and beliefs about their experience. Family members are also
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invited to attend some sessions, emphasising the importance of integrating some 
systemic work in therapy. Homework assignments and workbooks are used 
throughout the therapy.
The CALM Study intervention incorporates every treatment previously discussed in 
this essay to form one overall treatment approach. Although outcome research is as 
yet very limited, I believe the way in which Wetherell et al. operate provides a good 
example to all clinicians.
Conclusion
There are a number of theories of pathological worry, most offering an explanation 
based on the functional significance of worry -  to problem solve, to avoid, to inhibit 
distressing emotions or to tackle uncertainty. Theories also offer an explanation of 
why pathological worry is maintained. That is, through a cycle of reinforcement 
whereby in fulfilling a function, worry is viewed as adaptive and good. But it is 
certainly not ‘good’ when it becomes a distressing and intrusive experience.
Naturally, each explanation of worry has implications for treatment. As in problem­
solving theory, if pathological worry occurs because one perceives their problem­
solving ability to be poor, the logical answer is to teach problem solving skills. If 
one worries in order to feel relief from an intolerable sense of uncertainty then it 
would make sense to expose the worrier to the feeling of uncertainty so they may 
know that the feeling can be tolerable and harmless.
Under the banner of ‘Avoidance Theory’ come the Inhibition of Emotional 
Processing and Psychodynamic theories of pathological worry. Avoidance theories 
of worry have gained most attention in psychological research and have therefore 
provided a rationale for a number of treatments: thought monitoring, mindfulness 
techniques, exposure techniques and worry periods.
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Psychodynamic theories go further than avoidance in their explanations of worry, 
highlighting the role of early interpersonal relationships. Psychodynamic treatments 
therefore also aim to explore these with the client in order to help them understand 
their worry and begin on the path to change.
This essay has not discussed every available treatment of pathological worry. For 
instance, Attention Control Therapy (e.g. Wells, 1990) and Rational Emotive 
Behaviour Therapy (e.g. Warren, 1997) have been suggested but are currently less 
widely used. I believe that Wetherell et al.’s CALM Study provides a good example 
of how clinicians can combine a number of treatments in order to be effective.
Many factors need to be taken into account when selecting a treatment. The severity 
of the problem and the content of the worry should be explored before deciding 
which treatment is most appropriate. I also believe it is important to think 
systemically and consider the role that the family and culture may play in the 
development and maintenance of worry. This requires further investigation, as does 
the suggested role of gender and personality.
I would suggest that neither one theory nor one treatment has the power to fit all. To 
be aware of each theory and treatment is what is key. As modelled by Wetherell et 
al., our role as clinicians is to appreciate that the individual is unique. We must 
never lose sight of that.
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Introduction
The National Institute of Clinical Excellence (NICE) provides mental health worker 
with clinical guidelines. The guidelines aim to assist mental health workers and 
service users in making effective decisions about the care and treatment of specific 
mental health difficulties (NICE, 2007a). Although there is no statutory requirement 
to abide by them, they are expected to be implemented and their use audited through 
the framework of clinical governance. They and aim to increase the consistency of 
care delivered across services, setting the standard of expected clinical practice 
(Semanta & Semanta, 2004).
The NICE (2007a) website states that the guidelines are based on the “best available 
evidence”. On this basis they are frequently used to commission and develop mental 
health services which the ‘evidence’ suggests will be effective. However, the 
evidence on which the recommendations are based has been heavily criticised. 
There is a wealth of literature which highlights the disadvantages of using NICE 
guidelines in commissioning and developing services. However, to allow for deeper 
exploration this essay will focus on four main areas: the evidence base; issues of 
power; issues of labelling; and finally, issues of diversity.
I am drawn to this topic because a project I previously undertook was related to the 
topic of guidance adherence. My work on the project highlighted some of the 
limitations of the NICE guidelines and I am keen to explore these in more detail. 
My interpretation of the question leads me to write a critical account and therefore 
the literature I refer to will reflect this. I acknowledge that there may be advantages 
of using NICE guidelines to commission and develop mental health services but this 
essay will not provide an exploration of these. I recognise that my account will be 
influenced by my own personal and professional experience of mental health 
settings and I hope to reflect on this throughout the essay.
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The Evidence Base
NICE’S claim that the guidelines they provide are based upon the “best available 
evidence” has been central to much debate. The disagreement largely surrounds the 
concept of ‘best’ and what constitutes this. In this section I will begin with a brief 
description of the type of evidence used as the basis for NICE guidelines. Following 
this, I will provide a critical perspective on the evidence base and consider the 
implications for mental health services.
As Gould (2006) explains, NICE guidelines are developed from a systematic review 
of the evidence already ‘out there’. The evidence is ordered hierarchically so that at 
the top are the systematic reviews of Randomised Controlled Trials (RCTs). RCTs 
have long been considered the ‘gold standard’ for evaluating clinical interventions 
(Cartwright, 2007). The hierarchy of ‘best’ evidence descends through single RCTs 
to quasi-experimental studies, qualitative research and lastly, clinical expertise and 
the personal experience of the individual client (Gould, 2006).
Gould (2006) notes that RCTs have received so much support in the past because 
they claim to remove all alternative explanations (confounding variables) for the 
outcome of an intervention as participants are randomly allocated to treatment 
conditions. This element of the RCT has serious ethical implications in terms of 
withholding treatment (Roth & Fonagy, 2004). RCTs are based on scientific 
techniques, are conducted along standardised experimental methods and statistical 
techniques are used to measure effect sizes. Arguably, RCTs have been developed 
with “scientific rigour” (Samanta & Samanta, 2004, p.212).
A criticism of the evidence base
Despite claims that RCTs are the ‘gold standard’ method, guidelines have been 
heavily criticised for being over-dependent on the evidence from RCTs (e.g. Carr- 
Hill, 1995). This is because RCTs may be flawed and lack generalisability to other 
settings. Marshall (2002) proposes that results from RCTs are sometimes subject to 
‘fraud’ (deliberate falsification of results by the researcher) and more frequently, 
‘spin’ (the misrepresentation or misinterpretation of results by the researcher). The
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result is that the treatment is made to seem more effective than it is. Marshall also 
points out that RCTs are only free from bias at the point of participant assignment. 
Although blinding is used as an attempt to prevent bias, the treatment-giver provides 
non-verbal cues to participants, communicating (as humans do) in highly complex 
ways, thus affecting the outcome (Kirk-Smith and Stretch, 2001).
The NICE guidelines have also been criticised for relying too heavily on quantitative 
studies as evidence for treatments. Gould (2006) suggests the need for a balanced 
blend of both quantitative and qualitative methodology, with a greater focus on 
‘process’ measures of outcome. Clarke et a l (2004) suggests that mixed method 
designs are more suited to exploring the multifaceted nature of mental health 
services today.
The method of systematic review has also come under scrutiny. Gould (2006) 
highlights that systematic reviews are biased towards only positive findings and 
English language publications, hence further limiting the generalisability of 
evidence (and therefore guidelines) to our increasingly diverse population.
I could continue to discuss at length the disadvantages of RCTs and systematic 
reviews (both used as the basis for NICE guideline recommendations) because they 
have all received some critical appraisal (Cooper, 2003). However, I consider it 
necessary now to look at the clinical implications of guidelines that are arguably 
based on flawed evidence which lacks generalisability.
Implications for mental health settings
Mead (2000) proposes that teams are unlikely to implement guidelines which lack 
credibility and that are based on flawed evidence. Therefore, using guidelines to 
commission and develop mental health services may have only little impact on the 
ground. During my experience working with a number of teams -  within inpatient 
and community settings -  I have had the opportunity to engage in conversations 
with mental health workers from a range of disciplines. I have listened to many 
frustrations and shared in their experience of pressure to meet standards and follow 
guidelines, whilst simultaneously striving to maintain an effective therapeutic
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alliance with the client. I am aware that my own motivation to follow guidelines is 
can be affected when I believe its’ basis is questionable. There grows a struggle to 
meet external demands while considering my own values and beliefs and holding the 
client as paramount. I find supervision sessions and Case Discussion Groups are 
useful spaces in which to explore these issues with peers.
As discussed, much of the evidence that forms the basis of the NICE guidelines 
comes from highly controlled, experimental studies. The recommendations for 
healthcare professionals emerge from these. However, such a controlled 
environment contrasts enormously with the ‘real world’ context within which we 
deliver mental health services, where treatment interventions are difficult to 
standardise (Gould, 2006). This leads me to question the applicability of the NICE 
guidelines to ‘real’ mental health settings where each client’s story is their own and 
where each healthcare professional has their own experiences, personal positions 
and values which affect what they do and how they work. And, I believe that every 
interaction between two individuals is unique. Further to this, the wider systems 
around each individual and team vary profusely and can often act as barriers to 
implementation. Indeed, Foy et al. (2001) found 41 possible barriers to the 
implementation of mental health guidance. The true reality of mental health 
settings, I suggest, reduces the relevance of the NICE guidelines when it comes to 
using them to commission and develop services today. Cooper (2003) emphasises 
the need for studies in the context of primary health care settings in order to create a 
broader evidence base. This is not only to improve their applicability to ‘real’ 
mental health settings but also because there are gaps in the evidence-base (Murray 
& Cartwright-Hatton, 2006). This would subsequently increase the applicability and 
relevance of the guideline to the ‘real world’ mental health setting.
So, the studies and systematic reviews which form the basis of the NICE guidelines 
may provide answers to specialised research questions. However, they do not 
suitably take into account the crucial dimension that people who have had 
experience of mental distress add to the knowledge base (Gould, 2006). The 
guidelines make recommendations based on ‘knowledge’, but the question relates to 
whose knowledge. It is here that issues of power emerge.
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Issues of Power
When reviewing the literature as part of my preparation for writing this essay, I 
began to notice ways in which the NICE guidelines may (perhaps non-intentionally) 
disempower certain individuals and groups, while maintaining the powerful position 
of others. Although the literature tends not to make an overly explicit link between 
NICE guidance and issues of power, I believe that implicitly it exists. In this section 
I will describe and reflect upon some of the issues which I believe indicate the 
existence of power dynamics in relation to NICE guidelines. This will help provide 
a critical perspective on their use in commissioning and developing mental health 
services.
First of all, consider the following: as NICE state, they are an independent 
organisation (NICE, 2007a). Still, I think it is worth remembering that, like the 
majority of mental health services, NICE is government-funded and we do not truly 
know to what extent they may or may not be influenced by government policy and 
funding considerations. Also, while previously they held secondary status to expert 
witness testimony in medical litigation, NICE guidelines are becoming more 
influential in determining the standard of care in law (Samanta & Samanta, 2004). 
So, the government instruct Trusts to comply with NICE guidelines (whose content 
may, although perhaps indirectly, be influenced by the government). Should Trusts 
comply, the government is protected from litigation. Although a tentative theory, in 
my opinion it is important to consider underlying power-political motivations when 
using NICE guidelines to commission and develop mental health services in which it 
is the interests of the client that should be held paramount (British Psychological 
Society Code of Ethics and Conduct, 2006).
It seems that another issue in relation to power lies in the method used to develop 
the guidelines. Specifically, as Gould and Kendall (2007) explain, NICE have 
structured protocol for guideline development and the Guideline Development 
Group (GDG) follows the protocol. The GDG comprises a team of ‘experts’ and 
lay-persons (clients and/or carers), although as clinicians we must question who 
‘experts’ actually are (e.g. NIMHE, 2004; BPS, 2007). The GDG identify topics
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and questions which they consider to be a priority (Gould & Kendall, 2007), review 
the ‘evidence base’, and make recommendations based on the reviewed evidence. 
These are organised to form the guideline. Recommendations are agreed by the 
entire GDG. They are evidence-based where possible but if evidence is not 
available, GDG ‘consensus’ is used (Gould & Kendall, 2007). It seems that the 
GDG have a great deal of power in the development of NICE guidelines. So, who 
are they?
As Barker and Buchanan-Barker (2003) explain, in the development of the NICE 
guidelines for schizophrenia (2002), for example, the GDG comprised four 
individuals from psychiatry, one pharmacy, one nursing, three clinical psychology, 
two mental health charity and one service-user. Notably, there was no social work 
representative and the weighting of GDG members was towards the medical 
professions. This imbalance may have influenced the content of the guideline 
which, even in the opening pages, confirms a ‘medical’ impression of schizophrenia, 
and which refers to some psychological interventions but is primarily about the 
management of an ‘illness’ rather than mental distress or socio-cultural, spiritual 
issues (Barker & Buchanan-Barker, 2003). The full guideline recommends that 
medication is considered at the earliest opportunity (National Collaborating Centre 
for Mental Health, 2003) and even when the individual is suspected of having 
schizophrenia. Barker and Buchanan-Barker (2003) conceptualise the process as 
“control through treatment” (p.278). The recommendations are made despite 
indication that the NICE guidelines for schizophrenia are based on a particularly 
inadequate evidence base, and largely on GDG consensus (Rowlands, 2004).
At this point I will briefly reflect on my own behaviour in groups. Although my 
confidence in doing so is growing, I still find it extremely difficult to speak up for 
what I believe in when it goes against a majority. There are claims that a guideline 
can effectively represent the needs of the service-user through their inclusion in the 
GDG (e.g. Gould & Kendall, 2007). However, when (as in the schizophrenia GDG) 
there is one service-user among a group of 12 individuals (many ‘professionals’), we 
cannot assume that there was an absence of power dynamics. Was that one 
individual truly able to speak up? It is important to consider the process; was it
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really ‘collaborative’? We will never know. But what we do know is that the 
recommendations which emerged from the process will have impact many lives. 
Worryingly, almost half of the recommendations focus on pharmacological 
interventions. As suggested by Double (2003), might this be a reflection of the 
apparently close relationship that NICE have with pharmaceutical companies?
The power of drug companies?
Interestingly, Gould (2006) claims that more money is given to RCTs of 
pharmacological interventions because such interventions are more amenable to the 
RCT design. Pharmaceutical companies fund some RCTs (Barker & Buchanan- 
Barker, 2003). Then if an RCT deems an intervention effective, that the intervention 
is more likely to be recommended by NICE. I expect that the sale of that particular 
drug would subsequently increase and the pharmaceutical company would make 
money. Therefore, I suggest, they have a vested interest in the funding of RCTs.
Double (2003) discussed the desirable effect that a NICE recommendation has on 
the reputation and sales of a particular drug. He highlights how, by quoting NICE in 
advertising campaigns, a drug can be given authoritative support. For example, 
Lilly (as cited in Double, 2003a), the manufacturers of Olanzapine, once used the 
heading ‘Zyprexa helps you fulfil NICE guidelines for mania ’ on information leaflets 
given to mental health teams. Janssen-Cilag (as cited in Double, 2003b), in their 
marketing of Risperdal for schizophrenia, showed a (stereotypical) picture of a 
young black male with the catchphrase NICE to have him well managed". A NICE 
recommendation must be a very sought-after prize indeed.
It further concerns me that pharmaceutical companies are also involved in the 
development of the guidelines, both within the context of the GDG and also where 
they, along with other stakeholders and interested parties, are consulted at various 
stages throughout the guidance development process (Gould & Kendall, 2007; 
NICE, 2007b). That said, I do recognise the importance of drawing on sound 
pharmaceutical knowledge when guidance will inevitably refer to interventions of 
the same nature.
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I do hope that the apparent imbalance of power is rectified in the development of 
future guidelines. Gould and Kendall (2007) suggest that the new dementia care 
guideline redresses the balance of power. Indeed it is the UK’s first guideline to 
integrate both health and social care knowledge and values. Still, the NICE 
guideline for the treatment of Attention Deficit Hyperactivity Disorder (ADHD) is a 
work in progress, due for completion in July 2008. Already, the final scope 
document (NICE, 2006a) lists eight pharmacological treatments including 
methylphenidate (Ritalin) and nicotine. Also, the GDG members are once again 
weighted towards the medical professions. Furthermore, the guideline will list 
recommendations for the management of a disorder which is arguably nothing more 
than a social construct (Timimi & Radcliffe, 2005) and like all mental ‘disorders’, 
may merely be a label for observed ways of behaving (Giedraitis, 2003).
Issues of Labelling
In this section I intend to explore the possibility that NICE guidelines label 
individuals and create a narrow, impersonal, medicalised image of mental ‘illness’ 
which can be ‘managed’ by following a number of recommendations. In doing this 
I will make reference to the diagnosis of ‘personality disorder’ as this label has been 
criticised for being “deeply stigmatising” (Proctor, 2007, p. 105). I will reflect on 
my own personal experience of mental health issues and services and consider an 
alternative way of seeking understanding of people’s experiences which embraces 
the individualised, diverse nature of humankind. I hope that these discussions will 
highlight disadvantages of using NICE guidelines to commission and develop 
effective mental health services.
Labels stick
Two NICE guidelines which are currently being developed are those for ‘borderline 
personality disorder’ and ‘antisocial personality disorder’. Both of these diagnostic 
terms have been heavily criticised. As Peele and Ravazi (2007) explain, such labels 
can be extremely hurtful and mislead clients, family members, employers, insurance
37
companies, and even some clinicians to think of these patients as having permanent, 
unbeatable psychiatric conditions. And indeed, labels stick (Soderland, 2001).
The scope documents for both the guidelines (NICE, 2007c; 2007d) make frequent 
reference to DSM-IV and ICD-10 criteria in their definitions of these diagnoses. 
Diagnostic criteria have also been heavily criticised for labelling individuals, 
distracting from the unique nature of the client and being determined more by the 
politics of psychiatry than by evidence (Kirk & Kutchins; as cited in Scheffe, 1999).
The scope documents go on to paint a strikingly negative picture of both the 
diagnoses, stating, among other things, that “people with personality disorder make 
heavy but dysfunctional demands on services” (NICE, 2007d, p.5). There is no 
reference to the mental distress or emotional suffering behind it. As the scope 
document outlines what the guideline itself will address, one would assume the 
guideline is likely to follow along the same lines. On a personal level, such 
descriptions elicit feelings of frustration within me.
Prior to the clinical training course I worked in a service which offered 
psychological input to people with a diagnosis of ‘borderline personality disorder’. 
Although I was faced with many challenges, I gained an appreciation of each 
client’s own experience and motivations by listening to their stories. It became the 
most enlightening, rewarding work to date and influences my practice today. When 
balancing my workload becomes a struggle, I refer to the poem that one client wrote 
me before I left the post, and it gives me the strength to persist. I am fortunate 
enough to have experience which helps me to look beyond the picture painted by 
NICE, but many do not, and that concerns me greatly.
I suggest that the NICE guidelines may serve to maintain the negative labels, fitting 
individuals into ‘boxes’ and reducing their treatment to a formal set of guidelines 
which do not account for individual differences and do not consider the emotional 
pain behind many ‘challenging’ behaviours. Although labels may sometimes have 
desirable effects such as in-group membership (Pratt et al., 2006), I am concerned 
that by using such guidelines to develop mental health services, clinicians will be
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less likely to stop and question the labels; stereotypical perceptions of individuals 
and their diagnoses will remain fixed. No shift on an individual level may mean no 
shift for services and wider society as a whole.
Some reflections, and an alternative wav forward
My own personal experience of mental health issues and psychiatric hospitalisation 
gave me the opportunity to see mental health services from a powerful perspective. 
Among many other things, it helped me to understand the individualistic, deeply 
personal nature of mental health difficulties; to appreciate that everyone has their 
own story and their own systems around them. And, what works for one, may not 
work for all.
On reflection, I do remember what it felt like (to me) to be ‘labelled’. Specifically, I 
felt labelled by society; by those who had no desire to understand mental health 
difficulties. I wonder whether, perhaps, if people’s mental health difficulties were 
not reduced to a set of guidelines and instead their stories, meanings and motivations 
were heard, then society’s perception of ‘mental illness’ might gradually shift.
Jenner et al. (1993) have challenged the current ‘illness’ perception of schizophrenia 
which is represented in the NICE guidelines (Barker & Buchanan-Barker, 2003). 
They suggest that ‘symptoms’ of ‘schizophrenia’ are actually forms of action or 
intention; an attempt to communicate messages and meanings. They emphasise the 
need to accept people’s own realities. This follows on from social constructionist 
ideas that there are actually multiple realities constructed within different contexts 
(Burr, 2003). Such ideas are supported by Homstein (2002) who emphasises the 
ability of people’s narratives to offer crucial insights into mental health difficulties. 
In a thought-provoking account she highlights how people with mental health 
difficulties are so often silenced. She suggests that clinicians should seek out 
published and unpublished memoirs and accounts in order to gain a true 
understanding.
One account referred to by Homstein (2002) is Joanne Greenberg’s novel I  Never 
Promised You a Rose Garden, which I read myself a number of years ago.
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Although the novel is semi-fictional, Joanne Greenberg writes about her own 
struggle with what was diagnosed as ‘schizophrenia’. She writes about her 
suffering, feelings and fears; the fear of rejection and acceptance; of hospital life and 
the outside world; of others and herself. She writes about her family’s guilt and 
paints a detailed picture of her own secret, safe world. On reflection, I recognise 
that these were also features of my own journey. My fear is that using NICE 
guidelines to commission and develop mental health services may prevent clinicians 
from trying to look beyond the labels; from seeking narratives in order to understand 
mental health difficulties from the inside. As a result, mental health services may be 
more about ‘control’ than the individual’s experience of distress, and may based on 
a conception of mental health difficulties that does not capture the diverse nature of 
humankind.
Issues of Diversity
Diversity is about recognising and valuing difference (Owen & Khalil, 2007). 
Diversity issues relate not only to race and ethnicity but also to gender, age, social 
class, spirituality, learning disability, family structure, and so on. Although I will 
focus largely on ethnicity and culture in this section, the issues apply across the 
board. Importantly, experience has taught me that it is not just the client group but 
the mental health team that is characterised by diversity and I believe that guidelines 
should be responsive to this also. In this section I will consider the diversity of 
individual clients and, briefly, of mental health teams working within the NHS, and 
will ask the question: are NICE guidelines responsive to diversity?
Individuals and diversity
The Department of Health (2004) state that mental health services should be 
accessible and responsive to the diverse needs of all groups in society. However, it 
has been suggested that mental health guidelines are not responsive to diversity 
because they group people under a label, implying that those individuals are 
homogeneous in their beliefs and needs (Owen & Khalil, 2007). Higgins et a l
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(2007) suggest that guidelines and treatments based on Western models may not 
always be culturally relevant and often produce negative outcomes.
Anand and Cochrane (2005) suggested that mental health services should be 
sensitive to cultural differences. They reviewed literature on beliefs about 
meanings, causes and cures of mental distress across cultures. They found that 
beliefs influence help-seeking behaviour, use of mental health services and 
responses to treatment. Gilbert et a l (2004) studied the experiences of South Asian 
women and found that the beliefs of the family as a whole influenced help-seeking. 
Specifically, within families where mental health difficulties are perceived as 
shameful, the women found it difficult to seek help when the health care 
professional was of the same ethnic background. Effective guidelines then, should 
surely be sensitive to this. The NICE guidelines for Bipolar Disorder (2006b), for 
example, do not make reference to this. Nor do they make one reference to race, 
ethnicity or culture. In contrast, there are numerous references to diagnostic criteria 
and pharmacological interventions (perhaps unsurprisingly, the GDG was weighted 
towards the medical professions; see NICE, 2004).
Malik (as cited in Anand & Cochrane, 2005) suggests that in order to understand an 
individual’s experience of mental distress, one must also understand the individuals’ 
cultural ideologies. Moreover, an individual’s conception of mental distress 
influences the intervention they consider appropriate (Cinnirella & Loewenthal, 
1999). The guidelines may recommend interventions which have been ‘tried and 
tested’, but Baker and Buchanan-Barker (2003) suggest the guidelines should also 
recommend interventions (such as prayer and healing) which are based on a range of 
spiritual and cultural beliefs.
The danger in using NICE guidelines to commission and develop mental health 
services may be that unless the guidelines do not place more emphasis on the 
existence of cultural variations, this may lead to a lack of understanding and 
misinterpretation of symptoms, and consequently diagnosis and treatment errors 
(Anand & Cochrane, 2005).
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It should be noted that much of the research discussed focused on people from a 
variety of cultures who were living in the UK. However, there is also a wealth of 
literature conducted outside the UK (e.g. Higgins et a l, 2007). Hussain and 
Cochrane (2003) highlighted that acculturation also impacts on mental health, and 
beliefs about and responses to treatment. However, they suggest that the evidence 
base is limited and the relationship is still unclear; acculturation can have either a 
positive or negative impact on mental health and response to treatment. It seems 
there is little if no reference to acculturation in the NICE guidelines.
It should also be noted that the research discussed refers to groups of individuals and 
the beliefs held by various cultures. However, I recognise that it is essential to 
consider each individual as unique and as clinicians we should be careful not to 
make assumptions or cultural stereotypes.
It is important to bear in mind that guidelines differ. Some guidelines (e.g. for Post 
Traumatic Stress Disorder; NICE, 2005) place a greater emphasis on issues of 
diversity, especially in relation to culture and ethnicity. Few make reference to 
sexuality or learning disability. The guidelines for depression (NICE 2007e), for 
example, make no reference to, or provide any guidance in relation to either. It may 
be that the GDG has an impact on the extent to which diversity is addressed in NICE 
guidance. At this point I wonder to what extent each GDG is representative of a 
range of cultures, religions, ages, abilities, etc., just as mental health teams can be.
Teams and diversity
Effective teams must be characterised by diversity and diversity should be 
maintained (British Psychological Society, 2007). My experience of working within 
a mental health setting has shown me that teams not only vary in terms of profession 
but in every facet of diversity. I also believe that each team member has their own 
unique personal beliefs and experiences which influence the way that they work.
NICE guidelines make recommendations but assume that teams have the resources 
to fulfil them. However, many teams do not, and this may be no fault of their own. 
For example, I once worked for a team whose members included three
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psychologists. Another team I worked for had none due to recruitment difficulties. 
The latter could not fulfil the recommendations made by NICE for psychological 
interventions and low staffing levels meant that extra demands were placed on the 
team while they worked their hardest to do so.
In our culturally diverse society today, for many individuals English is not their first 
language. However, NICE guidelines are not available in a multitude of languages, 
yet health care professionals are expected to act in accordance with them. These 
issues lead me to suggest that the NICE guidelines have limited generalisability 
across settings and therefore using them to commission and develop mental health 
services may be a lesson in futility.
Conclusion
This essay has addressed four areas of concern in relation to the use of NICE 
guidelines for the commissioning and development of mental health services; the 
evidence base, issues of power, labelling and diversity. Adopting a critical 
perspective, I have considered some of the possible implications for individuals and 
services when the guidelines are used for this purpose. I am, however, aware that 
the account is influenced by my own experiences, values and beliefs.
While reviewing the literature and writing the account I became aware of my own 
position in relation to the topic. As a clinician I find myself stuck within conflicting 
demands. On the one hand, as clinicians we are expected to adhere to NICE 
guidelines, while on the other, my own personal values and regard for people who 
use services leads me to acknowledge the importance of flexibility and individual 
choice. Clinicians are not bound by law to adhere strictly to the guidelines, 
therefore allowing for some flexibility. However, the expectation that we will 
adhere is made very explicit.
I acknowledge that there may be many advantages of using NICE guidelines to 
commission and develop mental health services and this account has not entered into
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an exploration of these. Nor does it offer answers or a catalogue of alternative ways 
forward. I do hope, however, that it has highlighted some of the dangers that may 
be presented when clinicians simply comply and do not challenge current ways of 
thinking. There needs to be greater exploration of clients’ beliefs about and 
experiences of NICE guidelines and I believe the emphasis needs to be on 
empowerment rather than ^empowerment and control; control of the client 
(through treatment) and control of clinicians (through guidelines).
I question whether it is entirely ethical to use NICE guidelines to commission and 
develop services when the evidence base is questionable; when power dynamics are 
at work; when they may serve to maintain labels; and when they do not fully reflect 
the diverse beliefs and needs of the individual. Moreover, the guidelines continue to 
refer repeatedly to diagnostic criteria, pharmacological intervention and the 
‘treatment’ and of an ‘illness’. The ‘symptoms’ may, in fact, be a way of 
communicating; they may be actions, intentions and motives. Still, the guidelines 
continue to align heavily with the medical model and seemingly ignore individual 
narratives. And so, once again, the individual is silenced.
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The ‘Problem’
Six of us were assigned to our particular Case Discussion Group, or CDG. Over the 
course of six meetings, which took place weekly, our aim was to approach the 
following problem: ‘The Relationship to Change’. This was to be done in a 
collaborative way alongside our group facilitator. On the seventh week, we were to 
present our work to the entire cohort.
The following account is organised as such: the group process, the presentation, 
post-presentation reflections. The group process section includes reflections not 
only on group dynamics and our approach to the problem, but also on my own 
individual realisations and learning. I have not separated the two because they are 
very much linked, one being generated by the other.
The Group Process
Initially the group felt somewhat overwhelmed as we were facing a broad and 
ambiguous topic. On a personal level, I was scared of getting it wrong. But, as we 
entered into an increasingly rich discussion, I realised that perhaps there was no 
‘wrong’.
The group reached an agreement on who would adopt the role of ‘chairperson’ and 
‘scribe’. This seemed to be decided upon quite rapidly and easily, through group 
members volunteering. It helped to have a chairperson to guide the group and 
during times of conflict the chair would often be the one to draw the group’s 
attention back to the common goal.
In an exploration of our thoughts and experience of change, some strong themes
began to emerge: the inevitability of change; agency, control and power; culture;
consequence of change; internal vs. external change; constancy amidst change;
acceptance; and the paradoxical nature of change. Through the process of group
reflection it became apparent that each group member’s own relationship to change
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was characterised by some or all of the themes, but the significance and strength of 
each varied among us. We began to recognise that each of us was a unique 
individual, with unique experiences, yet we had all come together to share a 
common goal. With this realisation, I became excited about the potential for our 
group to produce a very rich piece of work. But despite this I was aware of some 
anxieties I was facing.
Being literally ‘dropped’ into a group situation with people I had known for a very 
short time felt uncomfortable. I carefully thought about what to say, feeling very 
self-conscious and somewhat passive. This triggered thoughts of my experience of 
being in group therapy as an adolescent. However, I wanted to make a conscious 
effort to keep the two very separate in my mind so that my experience of the CDG 
could be a positive one, uncoloured by my past experience. At this moment I 
pondered on thoughts of my clients-to-be, and how they might feel in a group 
(therapy) situation.
An additional anxiety I faced was in relation to my own experience of change, or 
lack of. It emerged that every group member apart from me had experienced living 
in at least one other country. Some had lived in a number of them. And one group 
member had moved house fifteen times. Everyone else’s lives seemed characterised 
by change while mine seemed characterised by the opposite: constancy. I had lived 
with the same people in the same house all my life, except when I was an 
undergraduate at university. I still had the same group of friends and we all went to 
the same places. So then, what would I say when it was my turn to give a small 
presentation to my CDG about my relationship to change in next week’s session?
As I reflected on my life experiences, I was pleasantly surprised to see my concerns 
evaporate. While my physical environment had remained much the same 
throughout my life, emotionally and psychologically I had gone through such 
enormous change. And, although I had been an agent of this change (for which I felt 
very proud) I do believe that some of these changes were inevitable. I also believe 
that I went through a process of acceptance before I could enter a process of change. 
And there it is, the paradox of change: “Change occurs when one becomes what he
55
is, not when he tries to become what he is no t” (Beisser, 1970; Gestalt Therapy). I 
thought about my clients, past and future. My work last year involved offering 
Dialectical Behaviour Therapy (Linehan, 1993) to people with Borderline 
Personality Disorder. ‘Acceptance versus Change’ had been a key dialectic 
addressed with clients in the therapeutic setting, yet I had not realised the 
significance it had played in my own life until now. Importantly, it will be in the 
forefront of my mind when thinking about change and transition during my work 
with future clients.
Within our CDG, each of us presented an account of our own relationship to change. 
Using various props and photographs, we shared knowledge and experience and 
began to appreciate the huge diversity among us. In addition, I felt confident that I 
had contributed to that diversity by providing an account that gave a picture of 
emotional change amidst great environmental constancy. Armed with such a 
diversity of knowledge and experience in relation to change, we considered ideas for 
our presentation.
The consensus was to present something personal and interactive in the form of 
individual posters illustrating our own personal relationship to change. However, 
within this there were some conflicting ideas regarding the suggestion that the 
posters should explicitly be based around a theoretical framework. While some 
group members felt this appropriate, others felt it constraining. However, an open 
group discussion on the matter led to a reflection about our appreciation of clients as 
individuals. Applying this principle to ourselves, it was agreed that each group 
member would structure their poster as they wish, allowing us to use our skills of 
creativity. This would be our opportunity to tell our own story, to reflect on it and 
be listened to. It felt quite empowering and I noted how important this must be for 
our clients in therapy.
As therapists we listen to the client’s story. With this is mind our group decided that 
each of us would learn about, and tell, the story of another group member. This was 
to be achieved by closely working together in a pair, teaching one another about our 
journey of change. I wanted so much to do my partner’s story justice. She had such
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a rich story and I was careful to listen, learn and remember. In the final presentation 
I would represent my partner’s poster. I would stand by it and tell the audience her 
story. I didn’t want to get anything wrong because her journey formed the core of 
her. I felt as though this mirrored what, as therapists, we have a duty to do for our 
clients: to listen, learn, remember and respect.
Once we had agreed to begin work on our posters we scheduled a ‘dress rehearsal’ 
to take place in our final CDG session before the presentation. This session raised 
some feelings of anger within me. I felt that my poster offered a very honest and 
emotional picture of my relationship to change, while even at this stage not all group 
members had given their story. If we ask our clients to tell us their story, should we 
not all do the same? But I reminded myself of the difficult nature of the task; some 
people may not feel comfortable offering inner aspects of themselves to a group of 
people they are still relatively unfamiliar with; my feelings of anger may say more 
about myself than about them; and what would I do if a client did not complete a 
given task? I would explore what made the task difficult and offer strategies to help. 
With hindsight, this may have been the most effective thing to do. Nevertheless, the 
presentation was fast approaching.
The Presentation
The presentation began with a brief introduction. The audience were asked to look 
out for themes emerging from the posters while they walked around the ‘gallery’ 
and heard the stories told by our group’s members. Ours was the final presentation 
of the day so it was hoped that the audience would already be aware of possible 
themes. In accordance with an ‘adult learner model’ we asked the audience to 
identify themes and make any connections with their own theoretical work. The 
presentation closed with a short summary about our experience of the group process 
and ideas about what we would take from this piece of work onto clinical placement. 
I felt the presentation had been a success.
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Post-Presentation Reflections
The group experience
The PBL task has helped me to further appreciate the diversity of views and 
experience that exist within a group. We have each heard one another’s story -  who 
we were and who we have become. It has been an experience in sharing and despite 
some conflict, and at times difficult group dynamics, we have formed a bond which 
I hope will be a source of strength throughout training.
Our approach
Our approach was a personal one, the most personal of all the presentations. I 
believe this was one of our strengths because it enabled us to learn about one 
another and form strong relationships. Our presentation was interactive and by 
making our own posters allowed us to use our creative skills in order to be 
expressive in ways that were most effective for us individually.
On a more critical level, our approach may be seen to be less of a collaborative 
group exercise and more a set of individual exercises put together. However, the 
work in pairs meant close collaboration. And, because it was in pairs, it in many 
ways mirrored the therapeutic alliance.
How the task has affected my clinical work
I learned that it is not only important to consider the individual’s inner resources to 
change but also the wider social, cultural and economic factors constraining their 
ability to change and impacting on their distress. Moreover, when an individual 
experiences change, this itself can impact on those wider factors. This awareness 
has particularly helped with some systemic work on placement.
During the task we considered many themes and theories of change. It emerged that 
one theory did not, and cannot, fit all. In therapy we must appreciate that the 
individual is unique. And there is only one person who can tell the true story: the 
person themselves. Since the task I have constantly held in mind that the past 
shapes us, and our clients, it makes all people what and who they are. It shapes the
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present and it shapes the future. It brings about diversity. It affects what we as 
therapists bring to our role.
Most methodologies we use in therapy support our desire to control what happens to 
us in the world. We often aim to teach effective ways to ‘manage’, ‘control’ and 
‘change’ things. But, as in Gestalt Theory, Buddhism and Taoism, perhaps 
sometimes acceptance is what is needed for change to occur. Also, instead of 
challenging client’s negative thoughts or ‘irrational’ ideas - instead of imposing 
change - I have found that by working with what is meaningful to the client, the 
client can make the progress that he/she wants to.
Additional skills I have developed during the task which I have applied in my 
subsequent clinical work include negotiation, problem-solving and team working 
skills (especially useful within the MDT). Furthermore, I have a greater 
appreciation of the need for sensitivity, flexibility, and being attuned and supportive 
to others.
In reflection, the PBL exercise began at a stage of my life where great change was 
taking place: when embarking on a clinical training course. ‘The Relationship to 
Change’ therefore already held great significance as a topic. And, by reflecting on 
this process of change while it was occurring, I felt secure and less anxious about the 
road ahead. And this is yet another skill that can be transferred to the therapeutic 
setting.
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The following account is organised as such: the problem, the group process, the 
presentation and post-presentation reflections. The group process section includes 
reflections not only on group dynamics and our approach to the problem, but also on 
my own realisations, learning and development. I do not offer a separate account of 
each because I believe that they are all very much interlinked.
The Troblem’
The problem-based learning (PBL) task was introduced within our case discussion 
group (CDG) soon after entering our first year of training. We had been given a 
description of a family with complex needs who were surrounded by a diverse 
professional network. Our task was to consider the case and produce a presentation 
illustrating the direction that our group took. Central to the case were issues around 
child protection, domestic violence, parenting and learning disabilities. And, we 
thought, one of the crucial questions was: do we fight to keep the family together?
The Group Process
I believe it is important at this early stage in the account to first consider the group, 
its story so far and its new structure. This is because the challenges which the group 
had previously encountered, along with the new ones we faced, shaped the process 
which took place during the PBL exercise.
During the first year of training one member of our group left the course. This led 
us as a group to explicitly question whether we had ‘failed’ in some way (and 
explore what ‘failed’ actually meant). With hindsight we wondered whether we 
could have offered more support to prevent this happening. Prior to our fellow 
trainee leaving, our experience of the first PBL exercise had been characterised 
largely by tension, conflict and resentment. Going into our second year and second 
PBL exercise we wanted to ‘right the wrongs’ and have a second chance at being a 
cohesive group characterised by mutual respect, warmth and an appreciation of
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different perspectives. And, with a new group member joining us, we wanted our 
group to be supportive and safe.
I was aware of my role in the first PBL exercise and also in the CDG so far. As a 
group we had engaged in conversations about our roles and how they were 
perceived by ourselves and by others in the group. I perceived myself to be more 
‘passive’ than other group members and I had spent much time reflecting on why 
this was. I described to the group my feelings of anxiety in many group situations, 
and where I believed it came from, linking it to my earlier life experiences. Some 
discussions with my supervisor on placement had also focused on my role in groups, 
specifically in multi-disciplinary teams. We had agreed that one of my goals was to 
‘face my fear’ of speaking up in groups and teams. This was something which I had 
been working on over time, and continues today. The PBL exercise provided 
another arena in which I could work towards achieving my goal.
During the first PBL session in September, we shared initial thoughts and ideas. We 
were struck by the complexity of the family situation and the number of 
professionals involved in their care. However, research says this is not unusual for 
families with complex needs (e.g. Abbott et a l, 2005). As a group we found it 
difficult to know where to begin; would we start with risk management or with 
trying to build effective relationships?
I felt a sense of ‘push and pull’ between different aspects of the case and likened this 
to the ‘real life’ clinical setting where we are expected to meet guidelines and 
‘manage’ situations while attempting to build strong therapeutic alliances and be 
flexible practitioners. We imagined each individual involved in the care of the 
clients feeling this ‘push and puli’, perhaps along with a sense of anxiety about what 
to do and who would be responsible if things ‘went wrong’. And in the middle of 
this were the family; the parents and children. The whole system seemed to be 
characterised by anxiety, conflict and chaos and, we acknowledged, felt very 
‘uncontained’.
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To begin with I felt my position was one of a novice because I had had very limited 
experience working with children or people with learning disabilities. However, as 
discussions progressed I recognised that many of the skills I did have were 
transferable. I also had experience of working with families, and within teams and 
across agencies; I was aware of some of the obstacles that, as clinicians, we face in 
doing so. Moreover, our training had provided us with a space to explore many of 
the elements that the PBL task could potentially attend to (for example, risk and 
protection issues). The contribution I was able to make to the discussion was 
therefore richer than I first thought and I also had the opportunity to learn from other 
group members who had different and diverse knowledge and experiences.
Over the course of the exercise we met four times and discussed a multitude of 
topics. These included government policy on learning disability and children (e.g. 
Valuing People, 2001, since updated; Every Child Matters, 2004) through to 
therapeutic skills, the effect of domestic violence, attachment, risk management and 
the costs and benefits of inter-agency team working. Our immediate reaction to the 
case had been for us to do our best to keep this family together, and this was to be 
the direction that we continued to go in throughout the task.
After the initial PBL session, each member of the group took one topic to explore 
further and would feed back to the group the following session. However, one 
member of the group did not arrive to the second session and I noticed myself 
becoming frustrated; were we not all going to work hard to ‘right the wrongs’ and 
work cohesively this time?
Upsettingly, in the third session we received the news that the same group member 
had, at least for now, left the course. This news saw our attention move away from 
the PBL task as the feelings of ‘failure’ that we had experienced the previous year, 
returned. While we had been so intent on holding the group together, it had 
experienced yet another loss.
We devoted time in and outside the CDG to offer each other support, and many 
conversations took place between us. However, despite our loss, we needed to
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continue with the PBL task as time was limited. I believe that we were able to do 
this by being pragmatic about the task. I held in mind the conversation that we had 
had in the CDG the previous year about our hoping to provide the new group 
member with a ‘safe’, cohesive group. I was concerned that experiencing a loss so 
soon might jeopardise this. With hindsight I believe that the news may have helped 
us to work harder in our attempt to hold us together and reassure the new group 
member that we could provide each other with support.
Our discussions had initially been very broad but strong themes soon emerged when 
we were exploring what we believed would be the best thing to do for this family. 
Two very strong themes were linked to both the family and the professional network 
surrounding it, as both systems seemed characterised by stress, confusion and 
powerful emotions. The themes were: ‘containment’ and ‘resilience’. These were 
to be at the centre of our final presentation.
Throughout the task each group member contributed to discussions and provided 
feedback from literature searches on identified topics. In contrast to the previous 
PBL exercise there seemed to be agreement on a way forward.
The Presentation
One member of the group was unable to attend the presentation. Although this 
added to my anxiety, one of my group members volunteered to take on the extra 
role.
The presentation began with an interactive exercise. One member of the audience 
was asked to sit in a chair. They represented the family as a unit. Every other 
person was given the identity of a different individual in the family or professional 
network. They were also given a statement to read out which related to their 
position and agenda in relation to the case. As each person stated their identity and 
position, they handed a balloon to the person in the chair. The aim of the exercise 
was to provide the audience with a metaphor for how overwhelming it may feel for a
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family to hear and organise so many different messages from so many people (25 
balloons soon became too many to hold).
Following the interactive exercise we gave a powerpoint presentation on the role of 
the psychologist in helping teams work effectively together and containment within 
teams (e.g. Foster & Roberts, 1999) and building team resilience (e.g. Rutter, 1999). 
The presentation closed with a short summary about our experience of the group 
process and ideas about what we would take from this piece of work onto 
placement.
Post-Presentation Reflections
The group experience
The PBL exercise has helped me to further appreciate the diversity of knowledge 
that exists within groups and teams. The experience also highlights some of the 
difficulties that may occur when working in teams; many of which are also 
presented within multidisciplinary teams in the clinical setting. The task also 
highlighted how a loss or addition of a team member can change group dynamics.
In contrast to the previous PBL exercise I believe that our roles within the group 
were fairly equal in terms of contributions to the task. However, I am mindful that I 
often look to the older members of the group to take the lead and this is something I 
am working towards changing.
Our approach
On reflection I think our group would have benefited from devoting more time to a 
formulation of, and focus on, the actual ‘problem’ itself as opposed to the processes 
going on within the professional network. A greater emphasis could have been put 
on the domestic violence and associated risks.
We did not explore the relationships going on within the family, nor how we could 
help each person on an individual basis. It may have been helpful to consider how a 
therapeutic alliance could be achieved and used as a vehicle for change (e.g. Sexton,
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2007). On a positive note, I think our approach highlighted the importance of 
working systemically.
How the task has affected my clinical work
Prior to the task I had very little experience of working with people with learning 
disabilities and although aware of child protection issues. Regrettably, I had not 
explored them in as much depth as perhaps I should. The PBL task provided me 
with a space to do this. The task proved to be extremely useful when going onto my 
learning disabilities placement where, soon after the PBL presentations, I began 
working with a family for whom many of the issues were relevant. Issues around 
domestic violence, risk, child protection, parenting and learning disabilities had all 
been part of the PBL case and were all central to the family I was working with. 
Moreover, the challenges of working with a large professional network where there 
are conflicting agendas and difficult emotions had moved from being discussion 
points within PBL sessions to being very real on placement. And again, the family 
were in the middle. Although I did not know at the time that it would be the case, I 
believe the PBL exercise helped to prepare me to work with families who are living 
with some very distressing and complex difficulties.
The task has given me a further insight into the importance of effective 
communication, understanding each other’s roles and supporting fellow team 
members to work together through difficult changes. From the start, our desire was 
to keep the PBL family together, while, at the same time we were trying hard to 
keep our own group together through the inevitable process of change.
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PROBLEM BASED LEARNING REFLECTIVE 
ACCOUNT III
Working with People in Later Life, their Families, and the
Professional Network.
February 2009 
Year Three
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The following account is organised as such: the problem, the group process, the 
presentation and post-presentation reflections. The group process section includes 
reflections not only on group dynamics and our approach to the problem, but also on 
my own role, learning and development. I also make links with clinical work in this 
section. I do not offer distinct, separate accounts of each because I believe that they 
are all interlinked.
The ‘Problem’
Before being presented with the problem-based learning (PBL) task, I was allocated 
to a group consisting of second- and third-year Clinical Psychology Doctorate 
students. We were given a description of a 69-year-old man, Mr Nikolas, and his 
family. Central to the case were issues around family dynamics, ageing, power and 
control and protection of vulnerable adults. Our task was to consider the case and 
possible ways to move forward, producing a presentation to illustrate the decisions 
that our group made in relation to the case.
The Group Process
I believe it important at this stage in the account to first consider the structure of the 
group, as well as my initial thoughts about my role. Our group consisted of four 
second-year and two third-year students. As one of the third-year students, I was 
mindful of an immediate desire to adopt a position of ‘leader’. Along with this 
desire came a confident belief that I could adopt this role and be effective in it. In 
sensing these things I felt surprised because this was in contrast to what I had felt in 
previous PBL exercises. With hindsight, it had also contrasted to what I had felt on 
placement, where although the desire to lead had been there, the belief in my ability 
to do so had not. On reflection, I recognise that in being a ‘Trainee’ on placement I 
had frequently made the assumption that other professionals perceive me as a ‘non­
leader’ and consequently, this more passive role was the one I had adopted. 
Conversely, being placed in a position where I assumed others would perceive me as
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a ‘leader’ (as one of two third-year students), I felt an urge to adopt such a role. 
That said, I felt it important to be mindful that others may not in fact perceive me in 
this way, and therefore it would be important not to impose leadership as this may 
be met with resistance. Being among some people who I had not met before, I felt it 
a priority to first become familiar with one another. This was achieved by engaging 
initially in more ‘informal’ dialogue.
I was also mindful at this point that the group comprised five females and only one 
male. I felt a sense of curiosity around how the male member may feel, and what he 
might perceive his role to be. Although this curiosity was not made explicit (just as 
my curiosity around whether others would perceive me as a ‘leader’ was not made 
explicit; with hindsight it may have been helpful if it was), I endeavoured to remain 
sensitive to this.
During the first session, we shared initial thoughts and ideas. We were struck by the 
complexity of the family dynamics in the case. Our thinking was also directed 
towards issues around abuse (particularly financial) and the protection of vulnerable 
adults, as well as the professional network around the client. At this stage where 
initial thoughts were discussed, we each selected a topic on which to conduct a 
literature search. I had been particularly moved by a theme of ‘powerlessness and 
struggle for control’; it seemed the voice of Mr Nikolas had been silenced and as a 
group we felt a sense of compassion for him. On a personal level, I was aware of 
connections I was making between the difficulties experienced by Mr Nikolas and 
those experienced by my own Grandmother as she became affected by dementia. 
Elements of her own struggle for control over her life resonated in this case and led 
me to want to focus in more detail on this theme. I reflected on this with my fellow 
cohort member; this highlighted to me the emotional impact that our clinical work 
can -  and will - have on us, along with the influence it may have on what issues we 
feel are ‘most important’ to address in our work. I recognise the importance of 
reflecting in supervision on such issues; in doing so I believe we are less likely to 
impose our own views on the people with whom we work.
71
Over the course of the exercise we met four times and discussed a multitude of 
topics and readings. These included the Mental Capacity Act (2005), a report by the 
House of Commons Health Committee (2004) on Elder Abuse and government 
policy on the protection of vulnerable adults (Department of Health, 2000). Other 
topics included dementia and depression, attachment, the life cycle, the impact of 
divorce, systemic issues and (as mentioned) powerlessness and control. Although 
initially I felt some concern in relation to my limited experience of working with 
adults in later life, I soon recognised that many of the skills I had developed over 
time were applicable across settings, such as working ethically, with families and 
teams. Importantly, I also had the opportunity to learn from other group members 
who had different and diverse knowledge and experiences.
After conducting literature searches we each fed back to the group and discussed the 
case again. From the description of the case we felt that each member of the family 
had a different view of ‘the problem’. In order to capture and portray the essence of 
‘difference’ in relation to thoughts about the problem, we decided to perform a role 
play whereby we would each represent a different character. Characters were 
allocated through a process of volunteering; I was to play the role of Social Worker. 
Each character was to present a different perspective on the problem. We agreed on 
the task of each developing an account of our character’s perspective. We would 
discuss our ideas when we met the following week.
In sitting down to write my account I recognised the futility in making assumptions 
about a Social Worker’s perspective on the case. I wanted to do justice to their role 
but realised I did not have enough knowledge of their role and priorities in relation 
to a case like this. I therefore consulted with two Social Workers working within 
Older Adults services in order to help me develop a ‘realistic’ account. This part of 
the task had highlighted to me the importance of seeking information about 
colleagues’ roles; if we do not understand one another’s roles then how can we 
know what one another are doing, and how can we think about what else our clients 
might need? After all, a ‘silenced’ client may not feel able to tell us.
72
The remaining session time saw us practice and modify the roleplay. At this point I 
was struck by my experience of the group’s decision-making process so far as being 
‘smooth’, with comfortable debate. This was in contrast with my experience of 
previous PBL exercises; I had often experienced decision-making processes as more 
conflictual and less comfortable. I myself had felt silenced at those times. I am yet 
to decide what made the difference this time; was it the combination of group 
members’ ‘personalities’? Was it my increased ‘confidence’ as a third year student? 
Was it because our anxieties lay with other tasks such as our Major Research 
Projects, as at the time of the PBL third-year students were in the throws of ethics 
applications while second-year students were attending project interviews?
The Presentation
The presentation took the form of a role play in which each member of the group 
played a different character who we believed would be key in the case; Mr Nikolas, 
his son, his partner, his ex-partner, Social Worker (played by me) and a 
Psychologist. Each character presented an account of their perspective of what they 
perceived the ‘problem’ to be. The objective was to highlight that different 
perspectives exist within groups and illustrate the challenges posed in working with 
different perspectives. That said, we also recognised the advantages for clinical 
work of working in teams where individuals hold different perspectives. Mr Nikolas 
was last to present his account and the purpose of this was to illustrate what we 
believed might be his experience of feeling ‘silenced’ and ‘less included’. A 
powerpoint presentation accompanied the role play and linked perspectives with 
theory in order to demonstrate theory-practice links.
Post-Presentation Reflections
The group experience
The PBL exercise has helped me to further appreciate the diversity of knowledge 
that exists within groups and teams. For example, although I described the decision­
making process within the group as ‘smooth’, we all had our own perspectives on
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the case and what we regarded as ‘important’. In the context of the clinical setting, I 
believe it is important that different perspectives generate healthy debate as it 
enables clients to be thought about, and in my experience, this is more likely to lead 
to effective outcomes.
Earlier I discussed my initial urge to adopt a ‘leadership’ role, being one of the third- 
year students within the group. I believe that I did adopt this role to some extent, 
particularly at the initial stages, although as the task progressed the roles within the 
group appeared to become, in my opinion, more ‘equal’. This may be because as 
time passed we became more comfortable with one another and consequently, with 
contributing to discussion.
Our approach
On reflection I think we could have devoted more time to making decisions about 
the best way to move forward with the case. We spent a great deal of time thinking 
about systemic issues, the potential challenges of working with this family, but we 
did not make any firm decisions about what to offer them.
How the task has affected my clinical work
I have highlighted connections between the case/task and work within the clinical 
setting. In addition, I believe there are two main areas related to my clinical work 
that have been influenced by the task; the belief in my ability to lead, and my 
awareness of issues of power and control.
Since the beginning of the course one of my goals has been to feel more confident in 
my ability to adopt the role of ‘leader’ in group/team situations. I have been 
working towards this goal on an ongoing basis, but feel that being placed in a 
position whereby I assumed that others would naturally look to me as ‘leader’ (being 
one of the third-year students) allowed a shift to happen whereby I became closer to 
my goal. Still, I aim to continue to develop my leadership skills by attempting to 
adopt a leadership role on placement and I hope that in doing this my confidence in 
my ability to lead will grow further.
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The PBL exercise led me to become more aware of issues of control and 
powerlessness among service users and those who work with them. The imposition 
of one person’s/group’s views on others is something I have observed on placement. 
It has been suggested that people attempt to control or silence others when they 
themselves feel controlled (e.g. by wider systems) or when they feel their 
competence is threatened (Breeze & Repper, 1998). Thinking more about these 
issues in the PBL task has enabled me to work more effectively on my current 
placement in a medium secure unit for women with ‘Personality Disorders’ where I 
have been struck by staffs’ attempts to control service-users’ behaviour; Reflective 
Practice Groups that I facilitate have encouraged ward staff to reflect on their own 
sense of powerlessness and being controlled, and the effect this may have on their 
own motivations and behaviour.
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SUMMARY OF PERSONAL AND 
PROFESSIONAL LEARNING DISCUSSION 
GROUP PROCESS ACCOUNT
September 2007 
Year One
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We had all reached the end of our first placement at the time of my writing the 
account. Reflections on what had passed and what lay ahead were in the forefront of 
my mind. The PPLD group provided a space for talking about the mixture of 
emotions we felt, along with ways to manage these feelings. That said, my 
experience of the PPLD group had been a difficult one during the first year. This 
was echoed by my fellow group members during my discussions with them.
During the early stages of the PPLD group I felt that some members were not fully 
engaging with the group and the tasks which were set. I felt disheartened. 
Consequently, I found myself beginning to hold back in the group and my group 
experience became characterised by anxiety. Another member (who I perceived to 
adopt the role of ‘leader’) explicitly noted the tension in the group one day. This 
opened the door for a discussion about our feelings around it. By voicing the 
feelings that appeared to be ‘simmering’ beneath the surface, we were able to shift 
from being ‘stuck’ in a position which at times had felt extremely uncomfortable.
Much of our PPLD time was spent discussing clinical cases. Each session would 
typically see two group members present a case each; the assessment, formulation 
and intervention. The group would then present questions, and offer alternative 
ways of thinking about the case. This provided useful material to take to placement 
and build upon. Later, we reflected on our roles in the group, from our own and 
each others’ perspective. I believed myself to be one of two more ‘passive’ 
members, and my fellow group members echoed this. I had not wanted to adopt this 
role but among a group of ‘strong’ characters, as I perceived many of them to be, I 
found it difficult to grasp an alternative. Over time, however, I became more 
confident and my group members remarked on this when we reflected together the 
changes which had taken place over the year. I believe my growth in confidence 
enabled me to be more effective in my clinical work. This account builds on each of 
the above reflections.
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SUMMARY OF PERSONAL AND 
PROFESSIONAL LEARNING DISCUSSION 
GROUP PROCESS ACCOUNT
July 2008 
Year Two
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The PPLD group in my second year of training provided me with an experience 
which was in remarkable contrast to the first year. The loss of one group member, 
the gaining of another, and a change of facilitator contributed to this. With the 
changes in group structure came shifts in the dynamics between us all, and the roles 
we adopted. I also believe that my own personal and professional growth over the 
year had affected a change in my experience of the group, and vice versa.
The loss of a group member had an impact on each of us. Many of us voiced 
concerns that had we provided a more ‘supportive’ space, things may have been 
different. As a group we worked through these feelings and subsequently, the space 
became more supportive. In the new group environment I felt able to adopt a less 
passive role, and this growth saw my ability to face challenge and conflict in a more 
effective and comfortable way. With a more ‘reflective’ facilitator, the group also 
became more reflective and this felt a necessary shift after a difficult first year where 
our facilitator was directive.
The PPLD group in the second year also involved case discussion, and an 
exploration of issues we face as clinicians in the NHS. We also tried a ‘reflecting 
teams’ approach (Andersen, 1991) in structuring our sessions, which enabled a new 
way of thinking. Along the way we shared knowledge, stimulated ideas, and 
adopted different positions. We discussed together our expectations for the final 
year of training, and reflected on our fears and anxieties. Each of the above 
processes are explored in detail within the account.
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CLINICAL DOSSIER
OVERVIEW OF CLINICAL PLACEMENTS
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Title: Adult Mental Health Core Placement
Date: November 2006 -  September 2007
Setting: Community Mental Health Team (CMHT), Family Therapy
Clinic, Forensic Unit, Acute Inpatient Psychiatric Unit
The placement was primarily based in a CMHT where I provided both individual 
sessions and work with couples. In addition, I spent one session per week for the 
year as part of the Family Therapy Team, another session per week for the year in an 
Acute Inpatient Unit and one session per week for six weeks at a Forensic Unit.
At the CMHT I regularly assessed people who presented with a range of difficulties 
including OCD and other anxiety disorders, psychoses and PTSD. I primarily 
formulated and intervened using CBT but also used mindfulness, schema therapy 
and DBT, sometimes incorporating systemic ideas. I also worked with some clients 
through interpreters on this placement, and for the same client I helped organise 
housing, travel passes and bank accounts, thus gaining some experience in social 
work. I gained experience working with clients who suffered both physical and 
sexual abuse.
When working at a specialist Family Therapy Clinic I was a member of the 
reflecting team, using Milan, post-Milan and narrative ideas to formulate and 
intervene. As part of my Acute Inpatient work I lead psychotherapeutic groups, 
mainly CBT-based. At the Forensic Unit I carried out psychometric assessment 
using a range of measures. I wrote reports and fed back to clients and other 
professionals where appropriate, in a sensitive and accessible way.
The placement provided me with experience in presentations to medical professions 
on CBT case formulation, poster presentations at a conference, and psychology 
presentations at a careers fair. This placement provided a wealth of diversity of 
clients with respect to ethnicity, age, gender, socio-economic status and religion.
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Title: Learning Disabilities Core Placement
Date: October 2007 -  March 2008
Setting: Community Team for People (adults and children) with Learning
Disabilities, Assessment and Treatment Unit (adults) and School 
for Children with Severe Learning Difficulties
At the CTPLD I worked with people with learning disabilities across the lifespan. I 
worked individually with adults and children with learning disabilities and also 
carried out family work and work with carers (paid and unpaid). Assessments and 
interventions were in response to referrals for a range of difficulties including 
psychosis, personality disorder, challenging behaviour, sex offending and family 
difficulties. At the Assessment and Treatment Unit I gained experience in the 
assessment of dementia, mental health, learning disabilities and mental capacity. I 
also conducted formal risk assessments and developed behavioural guidelines for 
staff. Clients at the unit presented with both acute and continuing needs. I 
participated in steering group meetings regarding the development of a therapy 
group programme, thus contributing to service development. I adapted a module 
(Distress Tolerance) of DBT for people with learning disabilities and developed a 
step-by-step guide for staff to support clients through the module. I also provided 
presentation to unit staff in DBT for people with learning disabilities and training in 
using the pack.
My work at the School involved the lead facilitation (with school staff) of an 
emotion recognition group for six children with severe impairments of intellectual 
and adaptive/social functioning. Many also had physical disabilities.
The placement gave me experience working with people with different levels of 
adaptive and social functioning, those on the autistic spectrum and those with 
Down’s syndrome. Assessment and formulation was based on systemic, cognitive 
and behavioural models.
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Title: Child and Families Core Placement
Date: April 2008 -  September 2008
Setting: Child and Adolescent Mental Health Team (CAMHS), Youth
Offending Team
This placement was split equally between a CAMHS and YOT. At CAMHS I 
worked with children between four and 12 years, and their families. Assessment 
involved taking in-depth developmental histories and gathering information from a 
variety of sources. Clients presented with a range of problems including phobias, 
enuresis, challenging behaviour, ADHD and Autistic Spectrum Disorder. 
Formulation and intervention were based on cognitive, behavioural and systemic 
approaches. I used a narrative approach with a family who experienced difficulties 
around their daughter’s learning disability, with a particular focus on the impact of 
living in two language communities. The placement involved the psychometric 
assessment of children aged six and 10, and feedback of results to families and 
school staff. Formal observations at a school contributed towards my functional 
analysis of one client. Systemic work (with school staff) was highly sensitive in 
nature. I attended network meetings and child protection case conferences.
With respect to my work at the YOT, I worked with clients aged 10 to 19, and their 
families. Clients presented with difficulties such as self-harm, substance misuse, 
family discord, bereavement and issues of sexuality, alongside offending behaviour. 
I gained experience working in highly emotive situations, and developed skills in 
specialist risk assessment, multi-agency working and consultation, and engaging 
‘difficult to engage’ clients. I attended youth court and administered initial mental 
health screenings to new YOT clients. My formulation and intervention at the YOT 
was largely systemic. My intervention with one client was informed by DBT 
adapted for adolescents and their families. Training was to multi-agency groups, on 
ADHD and ASD in youth offenders. In terms of service development, I contributed 
towards the development of a protocol for the communication of information 
between CAMHS and YOT services. Again, the client population was extremely 
diverse in terms of ethnicity, religion and socio-economic status.
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Title: Older Adults Placement
Date: April 2009 -  September 2009
Setting: Community Mental Health Team for Older Adults and
Challenging Behaviour Service
On this placement I worked with older adults aged 51 -  98. Responsibilities on 
placement involved conducting dementia assessments using a battery of 
neuropsychological tests. It also involved individual and family therapeutic work, 
based on CBT, narrative and systemic models, with older adults with mental health 
difficulties. I co-facilitated the Cognitive Stimulation Group for people with 
dementia and their carers and worked within a multi-disciplinary team. Some of my 
clients were staying at an acute inpatient ward for older adults. I also had additional 
responsibilities to the Challenging Behaviour Service, working with one client and 
staff team to assess and treat challenging behaviour, conducting formal observations 
and developing guidelines for staff in a nursing home. This placement involved 
consultation to individuals (staff and carers) and staff teams. Some of the work on 
this placement was joint with other members of the MDT.
I attended psychology and multi-disciplinary CPD meetings on topics such as 
capacity assessment and outcome-based care planning. I attended a dementia care 
forum which explored methods to implement the National Dementia Strategy and 
took part in workshops. I also joined discussions around service development and 
the demonstration of service effectiveness for commissioners.
In terms of presentation to the MDT, I presented on ‘DBT adapted for older adults’. 
One of my clients on this placement disclosed abuse and therefore gave me the 
opportunity to apply the safeguarding vulnerable adults procedure and saw this case 
through from beginning to end. On this placement I visited many other agencies 
which offered services to older adults, their families and carers.
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Title: Advanced Competencies Placement: Personality Disorders and
Forensic (service for women)
Date: October 2008 -  March 2009
Setting: Medium Secure Hospital for Women
On this placement I worked with adult women with complex difficulties; in 
particular complex trauma and abuse histories. The majority of clients had a 
diagnosis of a ‘personality disorder’ while some had dual diagnosis of personality 
disorder and, for example, psychosis. Many were considered to have challenging 
behaviour. Many had histories of substance misuse and offending behaviour. There 
was also a ward for women with additional learning disabilities and most of the 
women at the unit struggled with severe self-harm. Client work involved individual 
CBT and DBT, group DBT and group Mentalization-Based Treatment in 
collaboration with a psychoanalytic psychotherapist. I took the lead role in the 
groups and chaired the weekly ‘extended community meeting’ which was based on 
principles of DBT and MBT. The meeting was attended by up to 28 people (clients 
and staff) and was highly emotive, with open discussion about sensitive issues such 
as bullying and self-harm. This placement saw the development of my ability to 
manage group dynamics during episodes of verbal abuse and a high risk of physical
aggression. I developed skills in noting and reflecting on transference and
countertransference reactions. I also developed skills in psychoanalytic formulation.
The placement also involved specialist personality assessment and specialist risk 
assessment and management, in particular of harm to self/others and risk of fire 
setting behaviours. Guidelines were developed and communicated to ward staff. 
This placement also enabled me to develop sophisticated skills in consultation and 
team reflective practice. In terms of service development I advised a diverse staff 
on the integration of DBT and MBT approaches into the service. I contributed 
towards the implementation of a DBT ward through joining the DBT consultation 
team and collecting information from clients about their perspective on the effective 
development of the service.
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CLINICAL CASE REPORT SUMMARIES
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SUMMARY OF ADULT MENTAL HEALTH
CASE REPORT I
Cognitive behavioural therapy and mindfulness with a 24- 
year-old Asian woman presenting with depression.
April 2007
Year One
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This case report describes the assessment and treatment of a 24-year-old woman 
(Mai Lee) who presented with depression. The intervention was a combination of 
cognitive-behaviour therapy and mindfulness for depression. Mai had been 
attending education in England since the age of 11 years. Her family, apart from her 
bother, remained in her place of origin, Hong Kong. Issues of cultural and ethnic 
diversity were reflected upon, as were the similarities between Mai and myself in 
terms of age, gender, career stage and profession. Mai had come from a family 
within which academic achievement was perceived as a sign of ‘success’, and where 
expression of vulnerability was discouraged. Therefore the cultural context was an 
important element of this case.
Mai’s difficulties were formulated, in collaboration with her, using Beck’s (1976) 
cognitive model of depression and Lyubomirsky and Tkach’s (2003) model of 
rumination. Initial sessions involved the identification of treatment goals and 
orientation to the model. Subsequent sessions focused on behavioural and cognitive 
techniques, with a detailed exploration and practice of mindfulness techniques, as 
this was something Mai had found effective. The final sessions involved work 
around ending therapy.
At the point of writing the report Mai felt some goals had been achieved and others 
partly achieved. Mai had taken the lead in the development of the goal list, and 
therefore identified what ‘progress’ would look like from her own perspective. By 
referring to the goal list every 3 sessions, Mai was able to consider how she was 
progressing throughout therapy. At times when Mai felt a sense of hopelessness, the 
goal list was an effective tool in relighting her sense of hope and achievement.
The limitations of CBT, issues of power, the therapeutic relationship and 
engagement are discussed. Finally, the reader is provided with a critique of the case.
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SUMMARY OF ADULT MENTAL HEALTH
CASE REPORT II
A neuropsychological assessment of a male in his early 
thirties presenting with dysexecutive syndrome.
September 2007
Year One
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Andrew, a 32-year-old man, was referred to the psychology department of the 
Forensic Inpatient Service by staff working on the ward he was staying on. He had 
been transferred from prison, where he had been sentenced for assault charges. The 
current referral was for neuropsychological assessment; some concerns had been 
raised about his level of cognitive functioning, and reports suggested possible 
dysexecutive syndrome. A broad range of neuropsychological assessments were 
administered by the Clinical Psychologist and I, to ascertain Andrew’s current level 
of cognitive functioning. Issues of diversity were considered from the beginning; 
Andrew was of mixed race background and Roman Catholic faith. Gender and age 
differences were also clear. Supervision provided a useful space in which to explore 
diversity issues, cultural stereotypes, and my own assumptions and feelings in 
relation to the case.
Andrew’s perception of his difficulties emerged as different from staffs’. Also, 
during testing, if Andrew interpreted our responses as critical he became agitated. 
Consequently, the report presents my retrospective reflections on ethical issues in 
relation to the case: was it acceptable to continue with the full assessment given 
Andrew’s distress? Was consent fully informed? If testing had led to Andrew 
becoming aggressive (he had a known history of aggressive behaviour) this would 
have impacted his future care and others’ perceptions of him. As stated in the Code 
of Ethics and Conduct (BPS, 2006) Psychologists have a duty of care in relation to 
the safety of clients and colleagues, and this had been compromised. Issues of 
power and risk were central to the case.
The case provides a description of Andrew’s difficulties from different perspectives, 
an account of Andrew’s background history, a literature review, hypothesis, 
rationale for tests used, a description of the testing procedure, findings and 
recommendations. Further ethical issues in terms of confidentiality are discussed, 
and a critical evaluation is presented.
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SUMMARY OF PEOPLE WITH LEARNING
DISABILITIES CASE REPORT
Understanding ‘challenging behaviour’ and a diagnosis of 
schizophrenia: an integrative case report on a man in his 
late-thirties and staff supporting him.
April 2008
Year Two
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Michael, a 39-year-old man with mild learning disability, was referred for 
psychoeducation around his diagnosis of ‘schizophrenia’, since it was established 
that although this label had been applied some time ago, Michael had not been 
adequately informed of its meaning. Michael had been staying at the Assessment 
and Treatment Unit since 1999; a series of planned housing placements had fallen 
through. Although Michael was not detained under the Mental Health Act, he had 
restrictions placed upon his freedom at the unit. Ethical issues around restriction, 
capacity and consent, as well as issues of disempowerment, emerged throughout the 
case. These are discussed.
The assessment of Michael’s difficulties was made by gathering information from a 
variety of sources. Michael had been described as having ‘challenging’ behaviour. 
The case discusses the communicative aspect of behaviour, and a formulation of 
Michael’s difficulties considered the immediate and wider system in which they 
were embedded. Our formulation was based on Bronfenbrenner’s (1979) model of 
nested systems; to understand the experience of a person with learning disabilities, 
we must take into account the immediate and wider contexts in which the person 
lives (Bronfenbrenner, 1979). Together, Michael and I developed accessible 
formulation diagrams and session material. Sessions focused on psychoeducation 
and anger management (as chosen by Michael), and systemic work with the staff 
involved their attendance in some therapy sessions, as well as behavioural guideline 
development.
With respect to the therapeutic relationship, an emphasis on transparency, 
collaboration and empowerment were key. The case contributed towards change on 
both an individual and systemic level, and the connectedness between these levels 
was emphasised. Although there were many positive aspects to the case, there were 
also challenges, and a critique of the approach is presented in the report.
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SUMMARY OF ADVANCED COMPETENCIES
CASE REPORT
Dialectical Behaviour Therapy-informed treatment with a 
48-year-old woman diagnosed with ‘Borderline Personality 
Disorder’, with a focus of reducing emotional arousal and
self-harm behaviour.
April 2009
Year Three
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This case report describes the assessment and treatment of a 48-year-old woman 
(Jane Miller) who presented with emotion regulation difficulties, and associated 
self-harm and offending behaviour. She was admitted to a medium secure 
psychiatric hospital from prison following concerns about her self-harming 
behaviour. The pre-admission psychiatric assessment had led to a diagnosis of 
Borderline Personality Disorder. Aware that research highlights the often pejorative 
nature of this diagnosis, the emphasis throughout therapy was on Jane’s specific 
difficulties and her experience of them. The report explores the impact of the 
service context on Jane and me, and the dynamics between us.
Jane’s goals for therapy were to develop strategies to manage distressing emotions 
without self-harming. A formulation of her difficulties was based on Linehan’s 
(1993a; 1993b) Biosocial Model and based on this, a Dialectical Behaviour 
Therapy-informed intervention was delivered. This consisted of individual therapy 
with Jane, and work with ward staff. Challenges to the delivery of the intervention 
are discussed, as are ideas for a re-formulation of Jane’s difficulties and my personal 
reflections on the work. The case helped develop my skills in reflecting on 
transference and countertransference reactions in the therapeutic encounter. An 
important aspect of the case was the formulation of Jane’s attachment style 
(‘disorganised’); her oscillations between ‘opening up’ and appearing ‘closed’ were 
conceptualised in terms of an ‘approach-avoidance dilemma’ (Holmes, 2004). 
Importantly, work around the ending of therapy began from the start.
Evaluation of outcome was both quantitative and qualitative. Most importantly for 
Jane, it had given her an experience of being listened to. Jane’s frequency of self- 
harm had reduced and possible reasons for this are discussed. The case report 
includes an exploration of risk, earlier experience of abuse, ethical and diversity 
issues, engagement, and the therapeutic relationship. The case also involved 
personality assessment and development of behavioural chain analyses. I have 
attempted to maintain a critical thread throughout the report.
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SUMMARY OF CHILD AND ADOLESCENT 
MENTAL HEALTH ORAL PRESENTATION OF 
CLINICAL ACTIVITY
A narrative intervention with an 11-year-old girl with 
learning disabilities, and her family: Difficulties relating to 
living in two language communities.
September 2008
Year Two
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Alita, an 11-year-old girl, was referred to the Child and Adolescent Mental Health 
Service by her school, because staff had become concerned about her apparent low 
self-esteem. She was showing signs of self-harm (hitting herself) when she found it 
difficult to express her emotions. Alita, whose Mother was Spanish and Father 
British, would spend at least 12 weeks per year in Spain (with her Spanish extended 
family), including a period of 7 weeks over the summer holidays; Alita and her 
family lived their lives in two language communities.
Alita had been given a diagnosis of ‘mild learning disability’. When describing 
Alita’s cognitive difficulties, a remarkable range of technical terms were used 
interchangeably by health care professionals, and consequently, by her family. 
These terms were used but not understood, thus by their nature they generated 
anxiety. The impact of language was central to this case; in particular the impact of 
language on identity (Burck, 2004). In each of the communities in which she lived, 
the concept of Teaming disability’ was constructed in different ways. Moreover, 
talking about her difficulties was understood to be ‘not allowed’ in her immediate 
family culture. In contrast, her extended family in Spain communicated to Alita that 
she could “do anything” despite any suggested difficulties.
This case taught me a lesson about the impact of language in clinical work; I 
initially made assumptions about the family’s meaning-making around Alita’s 
difficulties, and consequently, I referred to diagnostic labels which triggered 
anxiety. I learnt about the need to search for understandings and meanings with the 
client, and about the need to be mindful about the impact of language. In doing this, 
a richer, more collaborative and ethical formulation was developed. A narrative 
approach (White & Epston, 1990) with Alita’s parents focused on ‘externalisation’, 
identification of exceptions to the story (Alita’s skills), and the construction of an 
alternative story of ‘competence’. An account of the challenges faced, ethical issues 
raised, and a critical evaluation were given in the oral presentation.
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RESEARCH DOSSIER
Research Log
1 Formulating and testing hypotheses and research questions /
2
Carrying out a structured literature search using information technology and 
literature search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7
Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires /
15 Negotiating access to study participants in applied NHS settings /
16 Setting up a data file /
17 Conducting statistical analyses /
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29
Submitting research reports for publication in peer-reviewed journals or edited 
book
/
30 Applying research findings to clinical practice /
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SERVICE RELATED RESEARCH PROJECT
A file audit study to investigate the implementation of 
NICE Guidelines for Eating Disorders within an NHS
Trust
July 2007 
Year One
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Abstract
The objective of this study was to investigate whether the standards set out by the 
National Institute of Clinical Excellence (NICE) in relation to the treatment of adults 
with eating disorders were being met across 10 Community Mental Health Teams 
(CMHTs) and the specialist eating disorder services in one NHS trust. Specifically, 
the standards that the trust was being examined for adherence to were those relating 
to the therapeutic interventions offered as treatment for anorexia and bulimia 
nervosa. The design was a retrospective case file audit which was carried out by 
five individuals. Data collected from the case files of 26 individuals were analysed. 
Of these, 15 had a diagnosis of bulimia nervosa and 11 had a diagnosis of anorexia 
nervosa. All were referred between 1 January 2006 and 31 December 2006. The 
study aimed to investigate whether clients with bulimia nervosa were being offered 
self-help as a first step intervention and whether Cognitive Behavioural Therapy 
(CBT) was being offered as a therapeutic intervention. The study also aimed to 
investigate whether the recommended therapeutic interventions were being offered 
as treatment for anorexia nervosa. The rate of treatment refusal in anorexia and 
bulimia nervosa was also investigated.
The main outcome measures indicated that targets were not consistently met by the 
services and therefore the trust was not fully adhering to NICE guidelines. 
Specifically, individuals with bulimia nervosa were not consistently being offered 
self-help as a first step intervention. Some were being offered CBT as a 
psychological intervention. Only CBT was offered as a treatment for anorexia 
nervosa. As predicted, some individuals refused treatment. Implications for the 
mental health services and limitations of the study are discussed.
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Introduction
The NICE (National Institute of Clinical Excellence) Guidelines for Eating 
Disorders offer best practice advice on the care of people with Anorexia Nervosa, 
Bulimia Nervosa and related eating disorders. Published in 2004, the guidelines 
make recommendations for the identification, treatment and management of Eating 
Disorders in children, adolescents and adults. Local health communities are 
instructed to review their existing practice in the treatment and management of 
eating disorders against the guideline, and modify it accordingly.
A growing amount of research has been concerned with what is most effective in 
terms of treatments for eating disorders. NICE guidelines are regularly being 
reviewed and are based on the best available evidence of which treatments are 
effective. Wilson (2005) suggests that CBT is presently the most effective treatment 
of bulimia nervosa, and it is certainly the treatment of choice. Some studies (e.g. 
Fairbum, 1997) offer support for the use of CBT in the treatment of bulimia nervosa. 
However, Wilson notes that its efficacy is limited and suggests combining CBT with 
antidepressant medication or integrating it with alternative psychological therapies. 
A recent study by Ghaderi (2007) suggested that approximately only 50 per cent of 
patients recover after receiving CBT, however, there is little evidence to suggest that 
any other treatment is more effective than CBT in treating bulimia nervosa.
In relation to anorexia nervosa, research appears to focus on a wider variety of 
treatments. Some research (e.g. Pike et al, 2003) suggests CBT is the most 
effective treatment for anorexia nervosa while other studies criticise attempts to 
demonstrate its effectiveness, claiming research has as yet yielded only equivocal 
results (e.g. Dare, et al, 2001). Cognitive analytical therapy (CAT) is also used as a 
treatment for anorexia nervosa. In a comparison of the effectiveness of CAT and 
educational behavioural treatment, Treasure et a l (1995) found that clients who 
received CAT reported significantly greater subjective improvement after one year. 
However, there were no differences in other outcome parameters. Focal 
psychodynamic therapy is a standardised form of time-limited psychoanalytic 
psychotherapy and is arguably an effective treatment for anorexia nervosa (Dare,
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1995) but little empirical investigation of the treatment has been undertaken (Dare et 
al, 2001).
Some research proposes that a focused family intervention is the most effective 
treatment for anorexia nervosa. Family therapy addresses the eating disorder as a 
problem of family life affecting all family members (Dare et al, 2001) and although 
it is most commonly used in the treatment of adolescents, evidence also suggests its 
potential effectiveness in the treatment of adults (Dare, 1991). In a randomised 
controlled trial (RCT) of out-patient treatments for adults with anorexia nervosa, 
Dare et al. (2001) allocated 84 patients randomly to four treatments: focal 
psychodynamic therapy; CAT; family therapy; and low contact ‘routine’ treatment 
(control). At one year there was symptomatic improvement for all patients. Focal 
psychodynamic therapy and family therapy were found to be significantly more 
effective than the control treatment, and while CAT showed “some benefits”, the 
results were not significant. Dare et al. (2001) note that long-term follow-up is 
needed to confirm the one-year outcome findings. Treasure and Schmidt (2006) 
urge further caution, and suggest the RCTs to date provide insufficient evidence to 
compare psychotherapy versus other treatments, or different types of psychotherapy 
versus each other. Wilson (2005) argues that increased dissemination of evidence- 
based treatments is desperately needed within mental health services. Wilson, Grilo 
and Vitousek (2007) highlight the many difficulties faced by clinicians in attempting 
to do this.
One difficulty faced by clinicians in attempting to treat eating disorders and 
establish which treatments are effective is non-acceptance of treatment (Goldner, 
1989; Treasure et al, 1999). In a study of treatment acceptance and completion in 
anorexia nervosa, Halmi et al. (2005) found a 27 per cent non-acceptance of 
treatment. Difficulty in engaging patients is not specific to eating disorders, 
however (Mahon, 2000). Mahon (2000) suggests guided self-help may be a useful 
tool in reducing non-acceptance of treatment in eating disorders because it maintains 
patients’ contact with a clinic and can be used while patients wait for other 
treatments. Self-help programmes for eating disorders are arguably cost effective 
and can help reduce symptoms (Stefano et al, 2006).
I l l
In suggesting possible objectives for audit, the NICE guidelines for eating disorders 
specifically state that one or more audits should be carried out to ensure that 
“treatment options, including psychological interventions, are appropriately offered 
and provided for individuals with an eating disorder”. For bulimia nervosa, the 
guidelines recommend that as a first step, individuals should be encouraged and 
supported to follow an evidence-based self-help programme. Clients who require 
further treatment should then be offered CBT specifically adapted for bulimia 
nervosa. If clients do not wish to receive CBT, alternative psychological therapies 
(e.g. Interpersonal Psychotherapy, or IPT) should be considered.
For the treatment of anorexia nervosa the NICE guidelines state therapies that 
should be considered include CAT, CBT, IPT, focal psychodynamic therapy and 
family interventions. Client preference should always be taken into account when 
deciding which psychological therapy is to be offered.
Aims and Hypotheses 
Objectives:
The objective was to measure the trust’s practice compliance against the NICE 
guidelines for eating disorders. Specifically, the audit aimed assess whether the 
recommended appropriate treatments for anorexia and bulimia nervosa were being 
offered. This would then provide a baseline measure of the extent to which clients 
were already receiving care according to the guidelines, hence providing the 
foundation for the development of a NICE implementation plan. The audit also 
aimed to provide a measure of non-acceptance of treatment among clients with 
eating disorders so that methods to increase engagement could be considered if 
necessary.
The overall objective of the project was the successful implementation of the NICE 
guidelines for eating disorders in order to benefit clients, carers, staff and the 
organisation as a whole. The aim was also to promote awareness and understanding
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of the benefits of implementing NICE guidelines. To help achieve this, clients and 
staff would be invited to attend a presentation of the findings (see Appendix B for 
evidence of this).
Hypotheses:
A number of hypotheses were made based on a review of the literature on treatments 
for eating disorders, and the recommendations provided by the NICE guidelines. 
Because these were published in 2004 it was considered that to a large extent, 
services would already be offering the recommended treatments.
Hypothesis 1. Individuals with bulimia nervosa were being offered a self-help 
programme as a first step intervention.
Hypothesis 2. Individuals with bulimia nervosa were being offered CBT as a 
psychological intervention.
Hypothesis 3. Various treatments including CAT, CBT, IPT, focal psychodynamic 
therapy and family intervention were being offered as treatments for individuals 
with anorexia nervosa.
Hypothesis 4. Some individuals would have refused psychological treatment for 
their eating disorder.
Method
The audit was part of a wider audit project that intended to lay the foundations for 
providing services within the trust that meet the criteria for best practice guidelines. 
The wider project had previously received approval from all relevant committees. 
This project therefore did not require either ethics or research and development 
approval (see Appendix C for confirmation).
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The audit tool
A pilot audit had previously been carried out in one Community Mental Health 
Team (CMHT) and one Child and Adolescent Mental Health Service in December 
2006. The results of the pilot audit facilitated the development of the audit tool 
(Appendix A shows the section of the tool relevant to the current study). The audit 
tool comprised a list of standards. The standards measured in the audit reflect the 
key priorities for implementation outlined by NICE in the guidelines for the 
treatment of eating disorders. The standards focus on a range of areas including 
initial presentation, medication, physical health and treatment interventions, and 
incorporate treatment in primary care, secondary care and specialist eating disorder 
services.
Client’s case notes were examined in order to establish whether the trust was 
operating in accordance with the standards set out by NICE. Where evidence was 
not located, this was obtained via consultation with the client’s care co-ordinator. 
Information was recorded on the audit tool and this provided the data for the project.
Data collection and sample
All data for the current project were collected through an audit of the specialist 
eating disorders service and ten CMHTs across one NHS trust. A group of auditors 
were each allocated two CMHTs where per CMHT, they collected information from 
20 sets of case notes. Case notes were selected on the basis that the client had been 
referred or re-referred and accepted for care between 1 January 2006 and 31 
December 2006. The client must have received at least two months care and have a 
clear diagnosis covered by NICE guidelines (i.e. eating disorder, depression, 
schizophrenia, bipolar disorder, obsessive compulsive disorder or post traumatic 
stress disorder). The information collected was pooled to form one large and rich 
database of information which could be analysed for adherence to NICE guidelines. 
The data selected for the current project were those gathered from the case notes of 
clients with a diagnosis of anorexia nervosa (11 clients) and bulimia nervosa (15 
clients).
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Results
Due to the small sample size, descriptive statistics have been used in the analysis.
Hypothesis 1: Of 15 individuals with bulimia nervosa, only four (27 per cent) had 
been offered a self-help programme as a first step intervention.
Hypothesis 2: Of 15 individuals with bulimia nervosa, 11 (73 per cent) were 
offered CBT as a psychological intervention. One individual (7 per cent) was 
offered CAT and one (7 per cent) was offered focal psychodynamic therapy. Two 
(13 per cent) were not offered therapy. Table 1. provides a summary of these 
findings.
Table 1. Treatments offered: Summary o f  frequencies and percentages.
Bulimia
Nervosa
Anorexia
Nervosa
Offered Self-help Programme 4
(27%)
-
Offered: CBT 11 7
(73%) (64%)
CAT 1 0
(7%) (0%)
Interpersonal Psychotherapy 0 0
(0%) (0%)
Focal Psychodynamic Therapy 1 0
(7%) (0%)
Focused Family Intervention 0 0
(0%) (0%)
No therapy offered 2 4
(13%) (36%)
Treatment Accepted 13 4
(100%) (36%)*
Hypothesis 3: For the treatment of anorexia nervosa, out of 11 individuals, seven 
(64 per cent) were offered CBT and the remaining four (36 per cent) were not 
offered therapy. This meant that CBT was the only therapy received. Table 1.
* Note that a further four individuals (36 per cent) were not offered treatment and therefore three (27 
per cent) refused treatment.
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provides a summary of these findings. Figure 1. shows treatments offered for 
anorexia and bulimia nervosa.
H Anorexia 
H Bulimia
Figure 1. Treatments offered for anorexia and bulimia nervosa
Hypothesis 4: Of all 26 individuals, three (12 per cent) refused therapy. All three 
had a diagnosis of anorexia nervosa. The number of clients who accepted therapy 
was 17 (65 per cent) and the remaining six (23 per cent) were not offered treatment. 
Figure 2.shows acceptance and refusal of treatment in Anorexia and Bulimia 
Nervosa.
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Fisure 2. Treatment refusal in anorexia and bulimia nervosa
Discussion
Due to the small sample size no statistical tests of significance were employed. 
Interpretations of findings are therefore speculative. A larger scale audit would help 
to draw firmer conclusions.
Hypothesis 1
It would seem that the hypothesis that individuals with bulimia nervosa were 
initially being offered a self-help programme was not supported by the findings. 
Only a small percentage of clients were offered self-help. What the audit did not 
pay attention to, however, are the reasons why individuals were not being offered 
self-help. For example, it may be that the assessor considered the individual to be in 
need of therapeutic input rather than self-help. Alternatively it may be that the 
assessor is not aware of the standard set by NICE, or may not be aware of any 
guided self-help programmes. Further investigation is needed to establish the 
reasons why self-help is not routinely being offered in order for this to be rectified.
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Hypothesis 2
The finding that a large percentage of individuals were offered CBT supported the 
hypothesis that individuals with bulimia nervosa were being offered CBT as a 
therapeutic intervention. Because one client was offered CAT and one was offered 
psychodynamic therapy it would be interesting if further investigation could 
establish why these therapies were used instead of CBT. It may be that the client 
had made this choice, that they had received CBT in the past, or that the assessor 
considered the type of therapy selected to be the most suitable. It would also be 
helpful if the reasons why two individuals were not offered therapy could be 
established.
Hypothesis 3
The hypothesis that various treatments including CAT, CBT, IPT, focal 
psychodynamic therapy and family intervention were being offered for individuals 
with anorexia nervosa was not supported by the findings. CBT was the only therapy 
offered despite the fact that a growing amount of research is critical of CBT as a 
treatment for anorexia nervosa (e.g. Dare et al, 2001). As before, the specific 
reasons for this need to be investigated in order to establish whether this needs to be 
rectified and if so, how. For example, if the client had requested CBT then this may 
account for why the client was then offered CBT. If, however, individuals were not 
offered CBT due to lack of therapist skills or resources then there is a need for this 
to be addressed in order for the services to meet NICE standards. The reasons why 
four individuals were not offered therapy also must be established to know if this 
needs to be addressed.
Hypothesis 4
The hypothesis that some individuals would have refused therapy was supported by 
the findings. Interestingly, all clients who refused therapy had a diagnosis of 
anorexia nervosa. No individuals with bulimia nervosa refused treatment. Some 
research addresses treatment resistance in anorexia nervosa (e.g. Goldner, 1989; 
Washington, 2004; Halmi et al, 2005), but little research addresses treatment 
resistance in bulimia nervosa. Perhaps the higher amount of research in relation to 
anorexia nervosa is a response to higher levels of treatment resistance. Little
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research addresses the differences between anorexia and bulimia nervosa in relation 
to engagement. Goldner (1989) offers an account of the psychological foundations 
of treatment refusal in anorexia nervosa and suggests how engagement could be 
improved but more research needs to be carried out in relation to this. Treasure et 
al. (1999) discuss engagement in bulimia nervosa in terms of the Transtheoretical 
Model of Change (Prochaska & DiClemente, 1983) and suggest that readiness to 
change is most strongly related to the development of the therapeutic alliance.
Overall it seems that the trust was only partly adhering to NICE standards in relation 
to the therapeutic interventions that are being offered as treatment for anorexia and 
bulimia nervosa. However, the policy is still relatively new (published in 2004). 
The findings are due to be fed back to the service in the form of a presentation. The 
results have provided the trust with a baseline measure of adherence to NICE 
guidelines. Later-planned audits will track the changes that are being made within 
the trust as it strives to meet the standards set out by NICE. This and all future 
audits will help the trust identify areas where improvement is needed. The audit tool 
is vast, and information was gathered in relation to adherence to every standard set 
out by NICE. This project therefore only provides an analysis of a small set of the 
data which were collected.
The project could be improved if the sample size was larger, however, time 
limitations meant that this was not possible. Such a small sample may not provide a 
true picture of the trust’s adherence to NICE guidelines. Statistical analyses 
conducted on a larger sample could help draw firm conclusions. It may also be 
helpful to each team if they were audited separately. The data from this project were 
taken from ten CMHTs and the specialist eating disorder service, and were pooled. 
However, teams may be operating at various standards and each needs to be 
investigated to identify specific strengths so teams can learn from one another, and 
also identify areas where improvement is required. Furthermore, the specialist 
eating disorder service may be operating differently to the CMHTs. It is necessary 
that the trust identify the barriers to implementing this policy in order to overcome 
them. It is essential that clients be offered the most effective treatment in the most 
effective way.
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ABSTRACT
Media constructions of schizophrenia: How Britain’s 
national newspapers constructed an understanding of 
schizophrenia in their reporting of John Barrett’s 
conviction for manslaughter?
June 2007
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Abstract
Four trainee clinical psychologists collaborated on a qualitative study into the 
construction of schizophrenia by Britain’s national newspapers. A critical discursive 
approach was used to analyse discourse in the Telegraph, Mirror, Guardian and Sun 
from February 26, 2005 following the conviction of John Barrett for the 
manslaughter of Denis Finnegan in September 2004. Prominent themes which 
emerged were a construction of dangerousness, focussing on ‘mad or bad’; 
responsibility expressed via a failure and blame dialogue; and the positioning of the 
readership within an ‘us-and-them’ paradigm as either ‘respectable’ or 
‘criminal/animal’. The implications of public perception on understanding 
schizophrenia, destigmatising mental illness and supporting sufferers or carers are 
discussed.
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Community Mental Health Teams in Relation to 
Borderline Personality Disorder
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20th July 2009 
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ABSTRACT
This study sought to explore Clinical Psychologists’ experiences of decision-making 
in Community Mental Health Teams (CMHTs) in relation to clients with Borderline 
Personality Disorder (BPD). CMHTs are responsible for the care of an increasing 
number of people with mental health difficulties, including people with BPD. As a 
result, professionals within the CMHT are faced with more decisions to make in 
relation to the care of their clients. These decisions can have a considerable impact 
on the lives of clients. This presents an important area for research. Within the 
CMHT, the role of the Clinical Psychologist has widened; partly in response to the 
New Ways o f Working documentation and recent changes in the Mental Health Act. 
Therefore, it was important to explore specifically Clinical Psychologists’ 
experiences of team decision-making. Seven Clinical Psychologists working in 
CMHTs were interviewed about their experiences. Interpretative Phenomenological 
Analysis was used to analyse the data. Three main themes emerged: a ‘pull’ 
towards the exclusion of clients with BPD, team dynamics, and the idealisation of a 
‘good’ team. The results, understood through a combination of psychoanalytic and 
systems theories, suggest that decision-making is based largely on emotions and is 
characterised by inconsistency. There is a need for reflection, model-based 
decision-making and the nurturing of teams by the wider organisation in order for 
decision-making to be effective in meeting the needs of clients with BPD.
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1.0 INTRODUCTION
1.1 Overview
This study asserts that there is a need for research into Clinical Psychologists’ 
experiences of decision-making due to their expanding role in team working and the 
care of clients. It has been recognised that their role development in response to 
recent changes by the Mental Health Act 2007 will most significantly impact clients 
with complex difficulties, such as those with personality disorders (Pilgrim & 
Hewitt, 2001), as Clinical Psychologists may potentially have more power in 
decisions around detention. Decision-making can be considered an important aspect 
of team work which has an impact of the lives of clients (Borrill et al, 2000); the 
importance of collaborative, democratic decision-making in CMHTs has been 
recognised (Singh, 2000). Working with clients with BPD in particular requires 
collaborative team working, communication and consistency (Bateman & Tyrer, 
2004). Despite the above issues, a literature search uncovered a paucity of literature 
related to decision-making around clients with BPD. Likewise, there was a paucity 
of literature around Clinical Psychologists’ decision-making within the CMHT, 
despite their important role. This study will review the relevant literature on 
Borderline Personality Disorder and the Community Mental Health Team, decision­
making and team function, and the role of the Clinical Psychologist within this.
1.2 Borderline Personality Disorder
1.2.1 Prevalence
It is estimated that the prevalence of BPD in the British general population is 0.7 per 
cent (Coid et al., 2006); although an earlier study estimated a higher prevalence; up 
to 2 per cent (Singleton et a l, 1998). In psychiatric settings it is the most prevalent 
type of personality disorder (Moran, 2002). Keown et a l (2002) found that the 
prevalence of personality disorder is highest in the client group seen by CMHTs: 11 
per cent of clients in one London CMHT alone met criteria for BPD (52 per cent met
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criteria for any PD). In terms of gender, Skodol et a l (2002) found that 80 per cent 
of people accessing any treatment for BPD were women, however, this may not be 
reflected in the community sample where gender differences in BPD prevalence are 
less prominent (Torgersen et al, 2001).
Research has found that clients with BPD use services at a higher level than many 
other client groups. For example. Bender et a l (2001) found treatment-seeking 
clients with BPD used psychotherapy, day and social care, psychiatric medication 
and inpatient admission at higher levels than those with major depressive disorder. 
BPD has been linked with high levels of risk to the self; at least three-quarters of 
people with BPD attempt suicide and 10 per cent will complete suicide (Black et a l,
2004). People with Borderline Personality Disorder have higher levels of self-harm 
than many other client groups (Sansone et a l, 2002). Therefore, clinicians must 
work in collaboration with clients to prevent suicide attempts through risk 
assessment and management (Black et a l, 2004).
The prevalence, service-use and risk studies indicate many people with BPD will 
require mental health care now, and in the future. Therefore, services need to be 
designed to effectively meet their needs. This study asserts that sound decision­
making is a key process in achieving this, and will be discussed later.
1.2.2 Definitions
The use of the term BPD implies that there is a shared understanding of what the 
term constitutes, and that it should be used as a diagnostic label. However, there has 
been a long-running debate regarding the definition of BPD (Trull et a l, 2007; 
Zimmerman & Mattia, 1999). To be given a diagnosis of BPD, a client must meet 
five of the nine criteria listed in the Diagnostic and Statistical Manual o f  Mental 
Disorders - Fourth Edition (DSM-IV). Although DSM-IV was developed by the 
American Psychiatric Association, it has been widely used in the UK, and while 
some clinicians and mental health teams support this, others defend the use of its 
counterpart, the International Classification o f  Diseases - Tenth Edition, or ICD-10 
(World Health Organisation, 1992). The ICD-10 category of ‘Emotionally Unstable
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Personality Disorder (EUPD) — Borderline Type’ is considered to be the equivalent 
of BPD in the DSM-IV (Mental Health Foundation, 2008; Mind, 2007; National 
Institute of Clinical Excellence or NICE, 2009). The current study addresses 
decision-making around BPD; the new NICE (2009) documentation provides 
guidance for the treatment and management of ‘BPD’.
In response to critique around the usefulness of the DSM-IV diagnosis of BPD and 
‘personality disorders’ in general (Livesley et al., 1992; Trull et al, 2003; Widiger,
2005), it is hoped by some (e.g. Costa et a l, 2005; Trull et a l, 2007) that the DSM- 
V (due for completion in 2012) will provide a dimensional definition, since the 
stability of BPD traits is questionable (e.g. Zanarini et a l, 2005).
Whichever model of BPD emerges from the DSM-V, and whichever definition a 
team adopts, there will still be vital questions: To treat or not to treat? To diagnose 
or not to diagnose? (Trull et a l, 2007). Teams will still somehow need to make 
decisions regarding the ‘cut-offs’ in relation to what constitutes ‘significant distress’ 
and pathology (Peele & Kadekar, 2007). Exploring experiences of decision-making 
may help throw some light on this process.
1.2.3 The Effect of the Label
The National Institute of Mental Health in England (NIMHE) (2003) highlighted 
that some staff are reluctant to work with people with a personality disorder (PD), 
and that CMHTs often prioritise other clients, believing they have nothing to offer 
clients with this diagnosis. The NIMHE documentation (2003) provided guidance to 
enhance the inclusion of clients with personality disorders in services.
In an early vignette study, Lewis and Appleby (1988) found Psychiatrists rated 
people with a previous diagnosis of PD as less deserving of care and more ‘difficult’ 
than those without that diagnosis. They were also perceived to be ‘manipulative’, 
‘attention-seeking’ and ‘in control’ of their behaviour. The study highlighted the 
pejorative nature of the PD diagnosis. This was supported in a study by Forsyth 
(2007) who found the BPD label alone leads to automatic negative attributions
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regarding the cause of clients’ behaviour, more anger and less helping behaviour 
towards people with BPD. However, the studies by Lewis and Appleby (1988) and 
Forsyth (2007) lacked generalisability to other professional groups, as participants 
were all Psychiatrists and mental health nurses/support workers, respectively. A 
study of service-user experiences of the BPD diagnosis reiterated the detrimental 
effect of the label; participants reported the diagnosis was about ‘rejection’ and ‘not 
fitting’ (Horn et al., 2007). That said, some positive aspects also emerged, including 
the function of diagnosis as knowledge-providing.
The study of clinicians’ attitudes, and the processes (e.g. decision-making) in which 
they are embedded, is essential and useful when teams are faced with clients whom 
they experience as ‘difficult’ (Hinshelwood, 1999). In conducting such study, 
researchers must not neglect the subjective process of inquiry as it offers vital 
information about the client, the clinician and the wider systems; in contrast, the 
growth in ‘objective’ study signifies an emotional retreat away from the client 
towards a ‘scientific attitude’ which ensures important, deeper information is missed 
(Hinshelwood, 1999). In CMHTs, individual clinicians’ attitudes and decision­
making processes exist in the context of a group.
The process which sees individual responses become those of the group has been 
described by Menzies-Lyth (1988): team members who join an organisation may 
comply with current attitudes and practices because, should they remain ‘different’, 
they are likely to be rejected based on the perception that they do not ‘fit’. Menzies- 
Lyth proposed the model offered by institutions is one of excessive use of defense 
mechanisms to avoid such rejection; consequently, team members become like their 
institutions through the introjection and operation of its characteristic defence 
mechanisms; thus existing attitudes and practices persist. Applying these ideas to 
organisations who care for clients with BPD (e.g. CMHTs), there may be a risk that 
practices such as decision-making are based on defences and organisational culture 
rather than evidence-based practice.
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1.2.4 Psychological Conceptualisations of Borderline Personality Disorder
Theories and models of BPD have developed throughout the years, being based on a 
range of ideas from Kemberg’s (1967) model of ‘borderline personality 
organisation’ to Herman and van der Kolk’s (1987) conceptualisation of BPD as 
chronic Post Traumatic Stress Disorder, or Linehan’s (e.g. 1993) Emotion 
Dysregulation and Bio-social models of BPD. Cognitive-Behavioural theories (e.g. 
Beck et ah, 1990) have been applied to BPD although, in response to its apparent 
complexity, more complex cognitive-behavioural approaches (e.g. Linehan, 1993) 
were developed. Borderline personality disorder has also been conceptualised as a 
disorder of attachment; an intense fear of being abandoned (e.g. Gunderson, 1984). 
Bateman (2001) offered a description of ‘oscillations of attachment’ between self- 
protection from abandonment, and retreat. These oscillations are a recreation of 
earlier chaotic relationships, and precipitate crises. More recently, Bateman and 
Fonagy (2004) conceptualised BPD as a failure to ‘mentalise’, based on early 
attachment difficulties, and the mother’s responsiveness and mirroring of her baby’s 
emotions.
Depending on the perspective taken and resources available, a particular 
psychological intervention or combination of interventions may be offered by a 
trained clinician (often a Clinical Psychologist). For BPD these may include 
Cognitive Behaviour Therapy, Dialectical Behaviour Therapy, Psychoanalytic 
Therapy or Mentalization-Based Therapy. However, within CMHTs, the limiting 
factor in providing access to psychological therapies is that only a very small 
proportion of team members are trained to deliver them, despite the increasing 
demands on CMHTs to provide psychological care (Kerr et ah, 2007). If so, this 
raises questions as to the approach that CMHTs currently take in the care of people 
with BPD.
1.2.5 Summary of Review of Borderline Personality Disorder
In sum, the requirement that services meet the needs of clients with BPD, the 
increasing demands on CMHTs to offer psychological care, the necessity for teams
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to decide ‘to treat or not to treat % and the potential impact of the diagnostic label and 
organisational culture on the care that is offered point towards a need to investigate 
decision-making processes in CMHTs. Six years on from the NIMHE guidance, 
which aimed to increase inclusion, such a study would indicate whether clients with 
BPD still face exclusion from mental health services. First, it is important to 
understand more about the role of the CMHT.
1.3 Community Mental Health Team Working
1.3.1 Understanding the Community Mental Health Team as a System
Systems theory can be applied to mental health teams (Foster & Roberts, 1998). As 
Davies and Janosik (1991) explain, systems theory is based on the notion of 
interrelatedness between a system’s components. Separated by boundaries across 
which information can flow, the parts operate in an interdependent way; any change 
in one part of the system will affect a change in another.
By their nature, CMHTs, are ‘open systems’ (Foster & Roberts, 1998). In its 
physical sense, the boundaries of an ‘open’ system allow an easy exchange of 
information. As a result, an open system can lack stability, being highly susceptible 
to ‘outside influences’ (Davies & Janosik, 1991). The ‘outside’ - but interrelated - 
influencers exist at each level of the entire system and in the case of CMHTs, 
include: the individual (client and team member) and their past experiences; the 
NHS and its parts; the political; the social; the cultural. ‘Adverse effects’ such as 
tension and anxiety, disorganisation, loss of control, dysfunctional acts and denial 
may occur if demands from an ‘outside’ influencer (e.g. management levels, clients) 
are excessive (Davies & Janosik, 1991).
1.3.2 Structure and Development of Community Mental Health Teams
Since the 1950s there has been a drive to reduce psychiatric ‘institutionalisation’ and 
inpatient admissions. The development of CMHTs emerged from the aim for clients
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to be treated in the community; their role is to provide appropriate care packages to 
people who experience mental health difficulties (Malone et al., 2009). It was 
hoped that the development of the CMHT would increase independence, enhance 
clients’ social integration into the community, and decrease stigma (Department of 
Health or DoH, 2002; Malone et al., 2009), however, clients with personality 
disorder face their own experiences of exclusion within services (NIMHE, 2003).
By nature, the CMHT is multidisciplinary. In the trust where the current study was 
undertaken, the CMHT typically consisted of a Team Leader (Manager; who had 
overall decision-making responsibility for clinical decisions), Psychiatrist(s), 
Clinical Psychologist(s), Community Psychiatric Nurses (CPNs), Approved Social 
Workers, Occupational Therapist, Support Workers and Students. Within adult 
mental health services, CMHTs were set up to provide advice, treatment and care for 
clients with a range of mental health problems, including BPD (DoH, 2002). It was 
intended that clients would remain on a CMHT’s caseload for a length of time (from 
weeks to years) depending on clinical need. With a typical case load of 300-350 
clients, it was recommended that each (full-time) team member was allocated a 
maximum of 35 (DoH, 2002).
Under the trust’s current model, care co-ordinators were required to regularly 
monitor the mental health of their clients and adapt input and risk management in 
response to clients’ needs. If concerns were enough, staff may make a referral to the 
Crisis Resolution and Home Treatment service for a Mental Health Act assessment. 
Ultimately, this may lead to hospital admission (DoH, 2002). The other types of 
decisions faced by CMHTs relate to, for example: acceptance of referrals, discharge, 
treatment intervention and care planning. All of these involve the allocation of 
resources, and have an impact on the client and their care (McEvoy & Richards, 
2001). It has been suggested that although ‘gate-keeping’ (controlling access to 
services) procedures adopted by CMHTs are generally collaborative, some team 
members exercise considerable autonomy and make gate-keeping decisions alone 
(McEvoy & Richards, 2001). Given the potential impact on the client, this indicates 
an important focus for research: individual decision-making. At the same time, the 
individual remains part of the system in which they are embedded (Obholzer, 2005).
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There is a need for research on the effect that service-level factors, and working with 
people with BPD, have on the transfer between different components of care (NICE, 
2009), i.e., at ‘gate-keeping’ points; where there is resource allocation and offering 
of care. Van Herck (2004) highlighted a need for qualitative research in this area. 
Although the present study does not investigate the care pathway specifically, it 
does relate to the effect that service-level factors and working with clients with BPD 
have on decision-making around care, thus it provides a starting point for future 
research in relation to CMHTs’ ability to meet clients’ needs.
1.3.3 Borderline Personality Disorder and the Community Mental Health 
Team
1.3.3.1 Responsibilities
Community Mental Health Teams are subject to increasing demands to offer 
psychologically-informed care to a growing number of clients with complex mental 
health difficulties (Kerr et a l, 2007). Recommendations provided by NICE (2009) 
for the treatment and management of BPD state that community mental health 
services “should be responsible for the routine assessment, treatment and 
management of people with borderline personality disorder.” (NICE, 2009; p. 17). 
The guidance also states that staff working with BPD clients should maintain 
optimism, work in an engaging, non-judgemental and consistent way, and bear in 
mind the client is likely to have experienced trauma, rejection and stigma. Team 
work is important and risk should be managed by the whole multidisciplinary team 
(MDT). When making decisions about their care, clients’ views should be 
paramount. They should not be excluded from any service on the basis of their 
diagnosis, and crises should be managed in a way that is not invalidating or 
minimising of clients’ distress (NICE, 2009). Particularly when clients with BPD 
are not also seen by a specialist service, staff should have clearly defined roles in 
their care. It may also be beneficial for one or more team members to develop a 
special interest and receive specialist training (Fahy, 2002). However, as yet there 
have been no robust comparisons of services (i.e. CMHT versus other) specifically
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with BPD clients; therefore the guidance was based on ‘expert consensus’ and 
further research is required (NICE, 2009).
1.3.3.2 Difficulties in the Delivery of Psychological Care to Clients with 
Borderline Personality Disorder
A lack of training in the psychological care of people with BPD impairs ‘collective 
team function’ in CMHTs (Kerr et a l, 2007). However, the provision of training 
may not be enough to resolve these difficulties: the delivery of psychological 
treatments by CMHTs is ‘patchy’ because they require emotional skills which are 
difficult to teach, and naturally vary across individuals (Denman, 2007). Moreover, 
individuals’ own emotional reactions and assumptions play a part: while a ‘rational’ 
care pathway depends on rationality at each stage of decision-making, the offering 
of services is often biased in favour of some groups over others (Denman, 2007). 
This suggests a need for reflective practice (Thomdycraft & McCabe, 2008).
Additional factors may impact on a team’s ability to provide psychological care to 
clients with BPD: where members feel unsupported and stressed, and where some 
people work in isolation; the result is confusion and ‘defensive’ practice (Peck & 
Norman, 1999; Kerr et a l, 2007). In addition, exclusion from decision-making, 
work overload and a lack of sense of control can impact on collective team function 
(Heany et al., cited in Thomdycraft & McCabe, 2008). Team members of different 
disciplines tend to defend their positions, professional training and practice, thus 
professional rivalries emerge and underpin the care pathway (Jones, 2006). This 
may be due to a perceived threat of loss; for example, of status (Willcocks & Rees, 
1995). If so, this implies rivalry may underpin team decision-making, as this is an 
important aspect of team functioning (Borrill et aL, 2000). Consequently, clients 
may become the centre of a game of ‘pass-the-parcel’; personal opinions and 
‘institutional forces’ bias decisions regarding care (Denman, 2007). The ‘buck- 
passing’ phenomenon has long been recognised (Main, 1957). There is a need for 
equity of access to psychological treatment and rationality in referral (Denman,
2007). In light of the above, it is important to consider team members’ emotional
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responses and personal attributes when trying to understand difficulties in mental 
health teams’ provision of care (Bateman & Tyrer, 2004).
Constant exposure to psychological difficulties impacts on team relationships; 
internal conflicts and real and perceived external threats can result in team distress 
and impact clients’ care (Thomdycraft & McCabe, 2008). A mental health 
professional’s experience, attitude, interpersonal ability and personality may affect 
the outcome in the treatment of BPD; thus there is a need to be steady, skilful and 
competent despite anxiety and pressure (Bateman & Tyrer, 2004). Mental health 
clinicians in the NHS can be, on a daily basis, recipients of the ‘projections’ 
associated with BPD; this has a negative impact on team function and may lead to 
‘splitting’ (Thomdycraft & McCabe, 2008), scapegoating (projection of group 
difficulties onto another team member; Gemmill, 1989) and other traits associated 
with BPD (Thomdycraft & McCabe, 2008). It is essential that a team has dedicated 
therapist-facilitated space to reflect (Thomdycraft & McCabe, 2008) as the above 
processes present challenges to the delivery of care.
1.3.4 Team Working with Clients with Borderline Personality Disorder: 
Using Psychoanalytic Theory to Understand Splitting and Projection
An influential model in the understanding of BPD is Kemberg’s (1967) model of 
‘borderline personality organisation’ (BPO). Kemberg understood BPO to be 
characterised by ‘primitive defence mechanisms’, particularly ‘splitting’, whereby a 
person or object is perceived as all ‘good’ or all ‘bad’; a perception that is 
changeable. Kemberg regarded people with BPO as having difficulties with ‘object 
constancy’. That is, the individual with BPO may find it difficult to experience the 
love of another (the ‘object’) in their absence, or find it difficult to perceive 
another’s actions as part of a whole, over time; thus actions are understood 
individually, and people defined at the point of each action. The ‘object’ (other 
human being) may be the Mother, health care professional, or friend, for example. 
Such psychoanalytic theories have been used to explain clinical phenomena such as 
the client’s oscillating between the ‘idealisation’ (exaggeration of excellence;
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Symington, 2007) and ‘denigration’ (attack) of another. This process has frequently 
been linked with BPD (e.g. Hobson, 1997), as has ‘projective identification’ which 
is linked with this.
Klein (cited in Spillius, 2005) referred to ‘projection’ as the process of handing parts 
of the self into an object so that the object is perceived to have the characteristics of 
the (projected) self. This leads to an ‘identification’ with the object; hence the term 
‘projective identification’. The self is often split into ‘good’ and ‘bad’ parts so that 
the individual has at least a partial identification with the ‘good’ part, while a 
‘persecuting’ part might be projected away from the self. Projective identification 
has been used by psychoanalysts to understand emotional responses of health care 
professionals. For example, the projective identification of aggression from client 
onto professional may lead to an emotional response of fear. The professional may 
respond aggressively (for example, by discharging the client); professionals’ 
aggression responses are potentially problematic countertransference reactions 
(Gabbard, 2005). Projective identification is helpful in understanding processes of 
transference and countertransference (Spillius, 2005). Transference refers to the 
client’s unconscious transfer of interpersonal experiences (and related thoughts and 
feelings) from the past to the present relationship (e.g. between client and therapist), 
while countertransference refers to the therapist’s responses to this transference; 
responses which are related to the therapist’s own transference issues (Jones, 2004). 
The principles described above have also been applied in understanding ‘splitting’ in 
teams (Heginbotham, 1999), as the mental health team can present with ‘symptoms’ 
consistent with BPD, which cause difficulties in team working (Thomdycraft & 
McCabe, 2008).
1.3.5 Summary of Community Mental Health Team Working with Clients 
with Borderline Personality Disorder
In summary, CMHTs were developed to increase inclusion, but there are questions 
as to whether they fulfil this function. The emphasis on collaboration in CMHT 
decision-making and the impact of decision-making on clients’ lives implies
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decision-making is a team activity worthy of research. The paucity of research 
around this, and around the effectiveness of the CMHT for clients with BPD, means 
there are no hypotheses. The evidence base implies that a variety of factors, 
including subjective experiences, may affect decision-making, thus indicating a 
place for qualitative study. First, more needs to be understood about processes 
involved in decision-making.
1.4 Decision-making: Collaboration and Conflict
1.4.1 The Importance of a Shared Approach
Many researchers (e.g. Fay et al, 2006; West, 2004) highlight that to be effective, 
team members must adopt a shared approach; decisions should be collaborative (i.e. 
made in communication with one another), in order to reduce power differentials. 
Singh (2000) emphasises the need for ‘democratic’ decision-making. These aspects 
of team working are important for the effective operation of CMHTs (Hannigan, 
1999; Norman & Peck, 1999). It is recommended that services also work closely in 
collaboration with their clients, involving them in service development as well as 
decisions about their care (Onyett, 1997). Despite this, the ‘collaborative’ method 
of team working may be limited in practice (Sesay, 2008). ‘Conflict’ may present a 
barrier to this.
Conflict can be defined as when “an individual or group perceives differences and 
opposition between oneself and another individual or group about interests and 
resources, beliefs, values or practices that matter to them” (De Dreu & Gelfand, 
2008, p.5). This definition of conflict implies that conflict is ‘diversity-driven’ 
(Smith-Crowe et a l, 2008). This poses a problem for multi-disciplinary teams 
which are diverse by nature.
Shared understandings, or ‘models’, around BPD are important for consistency in 
approach (Bateman & Tyrer, 2004), which is recommended for the effective 
treatment of clients with BPD (NICE, 2009). However, there is a paucity of
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research relating to shared models of BPD in CMHTs (Kerr et ah, 2007). In a 
survey of 157 Psychiatric Nurses, James and Cowman (2007) found that 81 per cent 
of participants believed clients with BPD received inadequate care. One of the most 
frequently given explanations for this was that there were disagreements on how 
best to treat these clients (83 per cent), thus indicating difficulties around shared 
models and decision-making.
In contrast, a study by Thompson et a l (2008) found a Cognitive Analytic Therapy 
training programme for staff provided a shared ‘common language’ and increased 
individual confidence and group cohesion. However, participants were social 
workers and CPNs, while a CMHT consists of a wider variety of disciplines. 
Moreover, with no long-term follow-up it is not possible to comment on the 
endurance of the positive effects; following a return to the workplace, attitudes 
fostered during training are reversed to some extent, as the work environment 
‘moulds’ behaviour (Georgiades & Phillimore, 1975).
1.4.2 Conflict and Power
There is a danger that because of underlying ideological differences between 
disciplines, ‘serious inter-agency conflicts’ may develop, as each person attempts to 
‘push’ their perspective in struggle for control and power in decision-making 
(Colombo et al, 2003). This implies a shift of focus away from the client and onto a 
battle for control. The study by Colombo et a l explored the influence of implicit 
models of ‘mental disorder’ (specifically Schizophrenia) on decision-making in 
CMHTs using qualitative research methods. Although the study provided useful 
information on what may underlie conflict and inconsistency between team 
members, it, like previously described studies, did not include Clinical Psychologists 
as participants despite their role in mental health teams. Moreover, it did not explain 
why such diversity-driven conflicts do not always lead to negative outcomes.
Schulz-Hardt et a l (2008) suggest that the honest, explicit voicing of ‘dissent’ can 
lead to positive outcomes as this ‘activates’ cognitive processing within a group, 
which subsequently activates discussion. Therefore, there is something to be said
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for challenging within a given hierarchy. However, challenging does not always 
appear to be smooth; this may be when the challenge is rooted not in diversity of 
opinion, but manifests from a defence mechanism (self-protective strategy), in 
response to a perceived threat such as a loss of power, control or autonomy 
(Willcocks & Rees, 1995).
Historically, processes of decision-making in MDTs are medically-dominated, with 
disciplines such as Psychiatry holding most power (Byrne, 2006). Although such a 
hierarchy can present difficulties for some staff (Colombo et al, 2003), it is not 
always perceived as negative; hierarchy may play a positive role in conflict 
resolution and the making of difficult decisions (Singh, 2000).
1.4.3 Valuing Constructive Conflict
The British Psychological Society (BPS) (2007) highlights the importance of 
‘valuing constructive conflict’. In the absence of conflict, there is the danger that 
‘groupthink’ (Janis, 1972) will occur. Groupthink is defined as:
“A mode o f thinking that people engage in when they are deeply involved in 
a cohesive in-group, when the members’ strivings for unanimity override 
their motivation to realistically appraise alternative courses o f action. ” 
(Janis, 1972, p.9).
In groupthink, the perspective of a dominant team member may go unchallenged, 
thus their perspective is adopted by other team members, and associated decisions 
and practices become ‘accepted’ as ‘the way things are’. There is a tendency for 
groupthink in CMHTs (Byrne, 2006). However, there is limited research into its 
incidence, perhaps because it is difficult to measure (Ahlfinger & Esser, 2001). In 
contrast to groupthink, being open to a degree of conflict and new ideas could 
benefit a team as it may lead them towards new ways of thinking, working and 
decision-making (Byrne, 2006; Onyett, 1999). This study asserts that the Clinical 
Psychologist is in a position to facilitate this as their role in relation to team 
functioning is expanding (BPS, 2007).
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1.4.4 Summary of Decision-making: Collaboration and Conflict
In summary, shared approaches to decision-making are especially important when 
working with clients with BPD. However, decision-making may be characterised by 
power struggles, and there are questions as to the impact of hierarchy and 
experiences of challenging current practice. If self-protective defence mechanisms 
are at play in decision-making, this may be detrimental to team and client. There is 
a lack of research regarding approaches to decision-making in CMHTs. Information 
regarding the experiences of Clinical Psychologists may provide useful information 
about this, given their key role in the CMHT.
1.5 The Role of the Clinical Psychologist in Decision-making
“Psychologists have important roles to play in achieving improved outcomes 
from team working...helping to achieve optimal team design and operation, 
effective individual service planning, peer consultation processes, reflective 
practice, the effective involvement o f users and carers, teaching, training, 
research, evaluation and development. ” (BPS, 2007, p.21)
The above is the recommended role of Clinical Psychologists in mental health 
teams, as defined by the BPS; the guidance saw an expansion of their role from a 
focus on therapeutic provision into areas of team functioning.
The expanding role of the Clinical Psychologist is also reflected in recent changes 
made by the Mental Health Act (MHA) 2007. In particular, the replacement of the 
‘Responsible Medical Officer’ with the ‘Responsible Clinician’ means (if the role is 
accepted) Clinical Psychologists will be expected to decide whether detained clients 
should continue on that detention, or be discharged. Therefore their role and power 
in important decisions will potentially grow. Such changes are most likely to have 
implications for the care of clients with complex difficulties such as personality 
disorder (including BPD), because the new broader definition of mental disorder (in 
combination with the level of risk they may present with), means Clinical
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Psychologists may face more decisions around their care and detention (Pilgrim & 
Hewitt, 2001).
There has been mixed support for the aforementioned change in the MHA. 
Arguably, Clinical Psychologists are trained to consider wider social and 
psychological issues, thus their increased power will result in more ‘humane’ 
treatment of clients (Kinderman, 2005). In contrast, some are concerned that 
Psychologists may ‘crave’ power and use it for their own personal gains (Barker, 
2005). Alternatively, the changes may make little difference to Clinical 
Psychologists’ ability to affect current practices (Holmes, 2002). Despite the debate, 
there is as yet a lack of research into Clinical Psychologists’ experiences of 
decision-making in teams; a related search of the database (PsychlNFO) (Clinical 
Psychologist + decision-making + CMHT) and (Clinical Psychologist + decision­
making + BPD), yielded no exact matches. Related matches indicated research 
around cognitive processing, accuracy and validity of clinical judgement (as 
measured quantitatively) (e.g. Garb, 1998; 2005; Spengler et aL, 2009), but not 
around experiences of relational aspects of decision-making as experienced within a 
team, and related meaning-making around this. This study asserts that this is an 
important facet of CMHT working, and qualitative study could provide a rich 
exploration of these experiences..
1.5.1 Summary of the Role of the Clinical Psychologist in Decision-making
The paucity of research relating to the role of the Clinical Psychologist in decision­
making in CMHTs, and in relation to BPD, presents an interesting question around 
Clinical Psychologists’ current experiences of this. This is an important area for 
study due to the expanding role of the Clinical Psychologist and concerns around the 
effect this will have on clients.
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1.6 Rationale for the Current Research
There is a lack of research around processes of decision-making in CMHTs despite 
this being a key team activity. There is also a lack of research around the 
experiences of Clinical Psychologists within this, despite their expanding role. 
Many topics related to the individual and the organisation may influence decision­
making. Qualitative study would allow a rich exploration of Clinical Psychologists’ 
experiences of decision-making in CMHTs.
161
2.0 METHOD
2.1 Selection of method of Inquiry
There was no predetermined hypothesis in the current study; therefore the research 
question was broad: What are Clinical Psychologists’ experiences o f decision­
making in CMHTs in relation to clients with a diagnosis o f borderline personality 
disorder? The study aimed to gather information about the experiences and 
meaning-making of Clinical Psychologists in order to address this question. The 
study assumed a link between speech, cognition and behaviour.
Interpretative Phenomenological Analysis (IPA) (e.g. Smith, 1996; Smith, 2008) is 
suitable for broad research questions where there is no identified hypothesis, as it 
allows a flexible exploration of a particular phenomenon (Smith & Osborn, 2008). 
IP A assumes a link between speech, cognition and behaviour (Smith, 1996). Due to 
the assumptions in which the current study is rooted, and the corresponding 
principles within IP A, IP A was considered the most appropriate method to use. IPA 
has previously been used to explore experiences and understandings of decision­
making in the area of health psychology (e.g. in a study by Smith et al, 2002), and 
to explore individuals’ experiences of group activities (Hellstrom, 2007).
2.1.1 Interpretative Phenomenological Analysis
IPA aims to produce an account of individuals’ personal experience as opposed to 
producing an objective statement about that phenomenon or experience; 
Phenomenology, Hermeneutics and Idiography form the theoretical underpinnings 
of IPA (Smith & Eatough, 2006).
Founded by Edmund Husserl, phenomenology is the study of how people gain 
knowledge in the world; it regards human beings as the key to the study of lived 
experience, and language is considered to represent inner processes (Smith, 1996).
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In contrast, quantitative methods may miss important components of human 
experience, and do not capture the complex nature of the human being as a ‘thinker’, 
which is what the phenomenological approach attempts to do (Smith, 1996).
Hermeneutics can be considered ‘the theory of interpretative activity’ (Ashworth, 
2008). As Ashworth explains, the Hermeneutic method, founded by Martin 
Heidegger, is based on the premise that we live in an ‘interpreted world’ where we 
ourselves are ‘interpreters’ (i.e., we are ‘hermeneutic’). Therefore, interpretation of 
phenomena is inevitable and key to our understanding. Heidegger maintained that 
interpretation is never ‘presuppositionless’ but affected by what has gone before; 
thus the notion of interpretation is key in any attempt to understand our being 
(Ashworth, 2008). In line with this, IPA recognises that the researcher is actively 
involved in the collection and interpretation of participants’ understandings of their 
world; research is dynamic between interviewer and participant (Smith & Osborn, 
2008) and the analysis of data involves a process of interpretative engagement with 
text and transcripts (Smith, 1996). At the same time, to represent the accounts of 
participants, the researcher needs to engage in a process of ‘hermeneutic reflexivity’ 
(Finlay, 2003); that is, the researcher must continually reflect on his or her 
interpretations and their origins (Finlay, 2008).
IPA adopts an ‘idiographic’ approach in that it is concerned with the in-depth study 
of individual accounts, in order to capture the complex, unique processes within 
them; this contrasts with the ‘nomothetic’ approach which involves the comparison 
of group means (Knudson & Coyle, 2002). Smith and Osborn (2008) explain that in 
emphasising depth over breadth, the aim of IPA is to give a detailed account of the 
perceptions and understandings of a particular group rather than make more general 
claims.
2.1.2 The Consideration of Alternative Methods
Alternative qualitative approaches were considered. Grounded Theory, or GT 
(Glaser & Strauss, 1967) like IPA, involves the systematic analysis of data, with the 
aim of understanding phenomena. However, GT was developed to explain social
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structures and processes, involving the interplay of gestures and symbols of 
meaning. In contrast, the present study aimed to gain ‘insider perspectives’ into 
individuals’ experiences and meaning-making (Eatough et aL, 2008). IPA regards 
participants’ emotional states and thoughts as important and accessible, holding 
cognition as a central concern with an emphasis on the complex chain of connection 
between speech, cognition and behaviour (Smith, 1996). In contrast, GT, along with 
research methods based on social constructionism, only implicitly theorises the role 
of cognition (Smith, 1996).
Social Constructionists (e.g. Berger & Luckmann, 1966) are interested in how 
language is used as a ‘social action’ to structure and shape how people see the 
world. For example, social constructionism may examine how, by being given a 
label of ‘mentally ill’, a person is no longer perceived as ‘normal’, but requires 
‘treatment’ for ‘symptoms’ of their ‘disorder’ (Walker, 2006). Thus, language 
constructs what is experienced by people as ‘reality’, while actually, ‘reality’ as such 
does not exist. Research methods based on this perspective include Discourse 
Analysis (e.g. Potter & Wetherell, 1987) and Conversation Analysis (e.g. Sacks, 
1995). Such methods do not assume that language reflects cognition like IPA does.
2.2 Recruitment
Participants were sought from CMHTs in one Mental Health NHS Trust, through a 
process of purposive sampling. The trust provided clinical services to five 
boroughs. Covering letters (see Appendix A) and Participant Information Sheets 
(see Appendix B) were sent directly to all Clinical Psychologists working in all 
CMHTs within the trust.
The aim was to carry out an in-depth exploration on a case-by-case basis. For this 
reason, sample size needed to be small. Seven participants were recruited for the 
present study (in line with recommendations by Smith et aL, 1999).
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2.3 Participants
Descriptive information about participants is provided to allow the reader to judge 
the relevance of the findings to other contexts. Participants were qualified Clinical 
Psychologists working within CMHTs. They had all been witness to, and played a 
role in, CMHT decision-making in relation to clients with a diagnosis of BPD. In 
this way, the sample was considered homogenous, as recommended by Smith and 
Osborn (2008). Participants’ demographic details are shown in Table 1. 
Information on ethnicity has been omitted because it may increase the likelihood of 
participants’ identities being revealed.
Table 1. Participant demosravhic details.
Gender Agenda for Change 
band
Age
Male Female
2 5
7 8a 8b 
2 3 2
30-39 40-49
4 3
2.4 Constructing the Interview Schedule
The intention was to largely put aside prior assumptions, experiences and knowledge 
in order to enter the participants’ world as far as possible and perceive the 
phenomena more clearly (Finlay, 2008). In order to do this, an initial interview 
schedule was constructed to act only as a guide, if needed (Smith & Osborn, 2008). 
Questions were based on issues arising from the literature review, thus enhancing 
sensitivity to context as recommended by Yardley (2000). Yardley’s guidelines for 
demonstrating validity in qualitative research were followed in the current study. 
These guidelines were selected on the basis that they account for the diversity across 
different qualitative methods (Yardley, 2000).
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2.4.1 Piloting the Interview Schedule
The initial interview schedule was piloted with five colleagues (Clinical 
Psychologists and Trainee Clinical Psychologists) who had worked in a CMHT 
where people with BPD formed part of the client group. The initial schedule was 
redrafted in response to feedback from those individuals with which it was piloted. 
The purpose of this was to increase the likelihood that questions were more likely to 
represent issues pertinent to the group, thus reducing the influence of the 
researcher’s past experiences and presuppositions. This process of developing an 
interview schedule was recommended by Smith and Osborn (2008). The interview 
schedule was semi-structured and included broad questions with more specific 
prompts (Smith & Osborn, 2008). A copy of the final interview schedule can be 
found in Appendix C.
2.5 Procedure
2.5.1 Interviews
Prior to the interview, participants completed a consent form (see Appendix D). 
Each participant attended one interview. These took place at participants’ CMHT 
base, lasted between 55 and 75 minutes, and were audio-taped. The interview 
schedule was used only as a guide; participants were prompted further on the issues 
they raised. This enabled their detailed exploration and ensured important issues 
which did not feature on the interview schedule were not missed (Smith & Osborn,
2008). This helps reduce bias in data collection, thus enhancing sensitivity to 
context (Yardley, 2000).
2.5.2 Ethical Issues
Ethical approval for the project had been sought from a local NHS research ethics 
committee, the university ethics committee and the trust research and development 
committee; (see appendices E, F and G, respectively).
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Ethical dilemmas regarding recruitment, informed consent and anonymity were 
relevant to the present study. In order to minimise the possibility that participants 
might feel coerced into taking part, the voluntary nature of the study was made 
explicit in all accompanying material and was reiterated at the beginning and end of 
the interviews. Consent was fully informed and participants were reminded of their 
right to withdraw. At the end of the interview, participants were given the 
opportunity to discuss any concerns which may have been raised. All audio taped 
data were erased following a process of transcription. All transcripts were 
anonymised. Personal data were processed and stored confidentially and in 
accordance with the Data Protection Act (1998); data were locked away and 
electronic data were password-protected. The consideration of ethical issues is 
important in achieving sensitivity to context (Yardley, 2000).
2.6 Analysis
Data analysis consisted of a number of stages. Initially, several detailed readings of 
each transcript were made in order to achieve immersion in the data (Smith et al,
1999), enhancing commitment and rigour (Yardley, 2000). The first transcript was 
read again. Key statements were noted, along with summaries, in the left margin. 
On return to the transcript, the right hand margin was used to transform initial notes 
into emerging themes or phrases, calling on psychological concepts and abstractions 
(Eatough et al, 2008). This process was repeated for each transcript. Evidence for 
existing themes was continually noted. When new themes emerged, previous 
transcripts were checked back for evidence of these. Themes which were not 
relevant to the research question, or for which there was a lack of evidence, were 
discarded (Smith & Osborn, 2008).
In further reducing the data, commonalities between preliminary themes across all 
transcripts were identified, enabling them to be clustered together, forming higher- 
level, broader themes. These ‘super-ordinate’ themes were given labels which were 
considered representative of the sub-themes within them (Smith & Osborn, 2008).
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This process took place over a number of weeks and involved repeatedly examining 
the transcripts, modifying themes accordingly. Constant reflection was required so 
the themes which emerged were as representative as possible of the participants’ 
accounts, and provided a coherent construction of their stories (Yardley, 2000). 
Explicit examples from the data were recorded for each super-ordinate and sub­
theme, to ensure themes were grounded in participants’ accounts. This aided 
‘transparency’ (clarity of connection between data and analysis), as recommended 
by Yardley (2000). Refer to Appendix H for an example of a transcript with 
emerging themes.
An ongoing narrative account of the relationship between interpretative activity and 
participants’ accounts was produced (Smith & Eatough, 2006), aiding transparency 
and reflexivity (Yardley, 2000). By noting emotional responses and considering 
their origins, researchers may be alerted to aspects of the interpretative frameworks 
which they bring to bear upon the data (Storey, 2007), thus aiding transparency 
(Yardley, 2000).
In order to enhance commitment and rigour (Yardley, 2000), one transcript was read 
and discussed in detail in supervision with project supervisors. Regular supervision 
also provided a forum for the exploration of emerging themes and their evidence, 
and interim analyses were discussed on a number of occasions. This helped monitor 
and reduce researcher bias and contributed towards the development of skill in the 
method, also enhancing commitment and rigour (Yardley, 2000). Attendance at 
peer supervision groups also contributed towards this.
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3.0 PERSONAL REFLECTIONS: OWNING YOUR PERSPECTIVE
Transparency around the position of the researcher is important in assessing the 
validity of qualitative research and can be achieved through the researcher’s open 
reflection on their assumptions, motivations, experience and knowledge over the 
course of the research; also known as ‘reflexivity’ (Finlay, 2003; 2008; Yardley,
2000). As an active participator in the research, I offer an account of my position 
here.
My very first experience of working with people with mental health problems 
(including BPD) had been in a private inpatient unit during my undergraduate 
degree. There, I witnessed many staff referring to clients with BPD as 
‘manipulative’ and ‘attention-seeking’. Any references to distress appeared notable 
by their absence. I subsequently formed an understanding of BPD and people with 
the diagnosis which was based on the views of those staff. I then gained a post as an 
Assistant Psychologist in a specialist (DBT) service for people with a diagnosis of 
BPD. I was struck by the contrast in staff members’ interactions with this client 
group, and over the course of the year I developed a model- and evidence-based 
understanding of BPD, and recognised the distress these clients lived through on a 
daily basis.
I began to reflect on the impact and experience of team working on people’s 
thoughts about clients with BPD. These issues re-emerged when I began my 
Clinical Psychology Doctorate as, on return to a generic mental health service (a 
CMHT), I witnessed some of the attitudes I had faced in my very first post while 
sitting in team referral meetings. As a new trainee, I was fearful about challenging 
this. I wondered what others may be experiencing in these situations and I reflected 
on the role of the Clinical Psychologist within this. Here saw the beginning of my 
movement towards a research question around the experience of being in a team, 
working with clients with BPD, and the role of the Clinical Psychologist. 
Reflections on these issues guided my subsequent literature search.
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Being a Trainee Clinical Psychologist, I assumed Clinical Psychologists were 
‘different’ in that ‘we’ were empathie; after all, to belong to the ‘empathie’ group 
would enhance my own sense of pride and self-esteem. Aware of this assumption 
about Clinical Psychologists, when formulating a research question I wanted to 
develop one which did not take for granted that this was the case. This contributed 
towards my selection of qualitative inquiry. Conversations with Barbara Riddell, 
co-ordinator of service user and carer involvement on the PsychD course, were 
helpful. Barbara had been a service user for many years and had been involved in 
service user groups, including those for people with a diagnosis of BPD. Her skill 
and knowledge in this provided me with ideas about clients’ experiences of services, 
and led me to think more about the inclusion of clients with BPD in services, and the 
position of the team around them.
Prior to interviews, I was concerned about asking leading questions. I conducted a 
number of ‘practice’ interviews with colleagues and fast became aware of the skill 
required for interviewing, particularly the avoidance of leading questions. Therefore 
I found practising my interview technique extremely valuable and audio taping and 
transcription helped me evaluate my interviewing performance. It was a difficult 
task to select material for presentation in the results, as I wanted to capture what was 
important to participants, and to me as a doctoral student producing research for 
assessment. Discussions in supervision and in a qualitative research (peer) group at 
the university helped me balance these objectives.
Throughout data analysis, I felt a tension between my wanting to depict Clinical 
Psychologists in a wholly positive light, and my earlier recognition of the need for 
change in some services. Discussions with my research supervisors enabled me to 
recognise and step back from this, to view the data more clearly. Consequently, I 
was surprised by some of the themes which emerged, but endeavoured to allow this 
to happen.
I was also surprised by my interpretation of data and eventual understanding of the 
results. Being professionally most aligned with the DBT model, I wondered if  my 
analysis would see me drawing heavily on this model. Initially this was the case and
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it was difficult to step back. Discussion in supervision helped me to do so. 
Subsequently, I noticed myself applying psychoanalytic and systemic theory in 
understanding the results. I believe my supervisors (one of which was 
psychoanalytically trained) helped me to do this in a way which represented the 
data.
Throughout the project I was uncomfortable in my use of the term ‘Borderline 
Personality Disorder’. I have witnessed clients being judged on the label alone, 
although some have valued its use. I was aware of research on this issue, and of 
conceptualisations of BPD as a social construction (Sessions, 1993). I support this 
to a large extent and maintain that, in clinical work, it is most important to focus on 
clients’ specific struggles, from their perspective. However, for the purpose of the 
project, the term Borderline Personality Disorder allowed me to get participants to 
talk about the client group I was interested in.
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4.0 RESULTS
Three super-ordinate themes emerged from the data: A Pull Towards the Exclusion 
o f Clients, Team Dynamics and The Idealised Image o f  a ‘Good’ Team. In 
summary, participants perceived what can be depicted as a ‘puli’ towards the 
exclusion of clients with BPD from services, or some aspect of service (the term 
‘exclusion’ here does not always imply ‘non-acceptance into the CMHT’ but 
exclusion from conversations, referrals, and so on). The processes at play during 
decision-making had an impact on, and occurred within, a systemic of team 
dynamics, and were also linked to wider service structures. In an idealised image of 
a ‘good’ team, participants conveyed what was largely absent, but desired and 
necessary, to enable effective working. Within each super-ordinate theme were a set 
of smaller sub-themes. None of the themes were mutually exclusive, as each 
illuminated the other. A list of super-ordinate and sub-themes is provided in Table 
2 .
This section aims to provide a rich account of participants’ experiences. Results are 
supported by excerpts from the transcripts. Results do not make definitive claims 
about actual practice but represent an interpretation of participants’ meaning- 
making. For ease of reading, each participant has been given a (fictional) name and 
gender has been manipulated to avoid possible detection of speech patterns. Gender 
ratio remains the same.
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Table 2. Master table o f super-ordinate and sub-themes.
Super-ordinate Theme Sub-themes
1. A Pull Towards the 
Exclusion of Clients
1. A Reaction of Helplessness
2. Controlling the Requirements for Inclusion
3. The Role of Limited Resources in Exclusion
2. Team Dynamics 1. The Struggle for Influence
2. Polarisation and Splitting
3. The Idealised Image of a 
‘Good’ Team
1. ‘Fresh Eyes’ and Interest
2. The Containment of Emotions Through a 
Model
4.1 Super-ordinate Theme 1: A Pull Towards the Exclusion of Clients
Participants described their perception of an initial helplessness reaction occurring 
within the team. For four participants, this typically led to a compulsion to protect 
the self from distress by denying clients access to services (conceptualised in this 
study as a ‘puli’ towards exclusion’). In order for inclusion to be more likely, three 
participants described a need to develop a sense of ‘liking’ of, or attachment to, the 
client. All participants considered the wider system to impact feelings of 
helplessness and, consequently, the control of who was ‘let in’ or ‘kept out’ of 
services.
4.1.1 Sub-theme 1: A Reaction of Helplessness
Attempting to understand emotional responses in decision-making, participants 
alluded to a sense of helplessness. This was particularly pertinent for participants
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working in areas where there was no specialist PD service, or where the existing 
specialist service was at full capacity:
“I  think a lot o f the time it’s about just not knowing what to do. ” (Lizanne)
“People think ‘what are we supposed to do with them... ? ’” (Rosie)
Sarah illustrated how these feelings of helplessness had a direct effect on decision­
making around clients with whom the helplessness was associated:
“It makes it more manageable i f  you dismiss it as ‘they are attention 
seeking’...you don’t have to take it so seriously and work with it...sometimes 
i t’s easier for people to minimise and dismiss them. ”
Here, Sarah illustrated how, through ‘minimisation’, responsibility-acceptance and 
inner distress may be avoided.
Simon’s statement conjures up an image of ‘giving up’ in response to helplessness 
and frustration:
“[Some people] say ‘oh it’s just too hard, I ’m not going to try and get over 
this ’. ”
Importantly, in each of the above statements, participants were referring to 
processes within their team as opposed to within themselves. In doing this, they 
exemplified their sense of detachment from this practice, and their sense of 
‘separateness’ or ‘difference’ from their CMHT colleagues; possibly a sense of 
exclusion. Alternatively, participants may have been avoiding acknowledgement of 
their part in the ‘dismissive’ activities, thereby protecting themselves from guilt, 
blame and anxiety. After all, the acceptance of one’s part in ‘dismissal’ - especially 
in the current culture of blame -  might generate anxiety. Dianna’s understanding of 
blame avoidance was illustrated in her account:
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“I f  there’s risk involved.. .I t’s more comfortable i f  someone else makes the 
decision ...[it is]personally more comfortable. ”
Here, Dianna used the word ‘comfortable’ to describe the outcome of assigning 
decision-making responsibility to another, thus implying that to do the opposite 
would feel ^comfortable. Dianna’s statement showed evidence of reflection, 
indicating an awareness of distress-avoidance, but an acceptance of responsibility of 
the part she plays.
Four participants highlighted a connection between helplessness and the urge to 
prevent BPD clients accessing the service. The following are examples of this:
“There is ... a general sense o f ‘assess them whilst at arms-length and bear in 
mind we don’t want them in the system ” (Rosie)
“There are those that feel less hopeless... a heart-sink that they don’t want 
people like this in our team, or ‘people like this are difficult ’. ” (Lizanne)
Both Rosie and Lizanne conveyed an emotional reaction at the point of referral 
which is physical and heavy. They also created an image of an ‘us-and-them’ 
mentality operating within their team; where BPD clients are ‘them’ or ‘people like 
this’; they are perceived to be the ‘other’. The image they depicted was of a 
guarded, defensive team. Again, the reference was to a process within their team as 
opposed to themselves, thereby communicating their subjective experiences of 
separation and difference.
Despite separating themselves from the above practice, there were some attempts by 
participants to rationalise the urge to exclude clients, on the basis that in doing so 
they would protect the client from dependency:
“There can be a general sense o f wanting to keep them [BPD clients] out o f  
the team at the referral stage, or to keep them in outpatients rather than sort 
o f ‘pull them in ’ to services. ” (Rosie)
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“Peoples’ pathology or symptomology might increase i f  you let them in to the 
team... they become less functional; they’re going to get dependent. ” (Lizanne)
Rosie and Lizanne provide a rationalisation for exclusion, and contrasting with their 
previous statements, they are referring here to a process of which they were 
included. They provide a socially acceptable reason (protection of client) to explain 
an unacceptable motive (exclusion). The function of ‘keeping them out’ is to protect 
against the distressing emotions which they anticipate will result from working with 
clients with BPD. Thereby, anxiety is reduced.
Rationalisations for the exclusion of clients from the CMHT were also evident in 
others’ accounts:
“The reality is that in the CMHT they can’t get the right input. ” (Simon)
“They ’re not in the best place i f  they are in a CMHT. ” (Rosie)
Unfortunately, holding this perception may ensure the claim is fulfilled because it 
conveys an acceptance of the situation; a recognition of it, but an ambivalence 
around changing it.
Lizanne later indicated an awareness of the rationalisation of exclusion:
“We may say i t ’s protective o f  the client but i t ’s more protective o f us...we feel 
better about not accepting someone because we think it’s for their own good, 
whether or not it is? Probably not. ” (Lizanne)
In Rosie and Lizanne’s previous statements, the use of the terms ‘keep them out’ 
and ‘let them in’ imply their conceptualisation of a system characterised by the 
notion of ‘in-or-out’; a system which is controlled by gatekeepers. It conveys a 
hierarchy where the client has minimal choice and control. Another of the emergent 
themes {Controlling Requirements for Inclusion) is discussed later and illuminates
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participants’ understandings of the nature of this ‘gatekeeper’: in other words, of the 
basis on which clients with BPD are ‘let in’ or ‘kept out’ of the CMHT.
Notably, feelings of helplessness were anticipated right from the beginning so that 
they do not become helpless through contact with the client, but start that way:
“ ‘Suck them in, they 7/ get dependent and then what do we do with them, we ’re 
stuck with them’ ...They [staff] know they’re in for the long-haul...once 
they’ve got them, they’ve got them. ” (Rosie)
Rosie depicts the process of care under the CMHT as a path to dependence where 
there is no way back for clients, having been at the mercy of a system which has 
‘sucked them in’. Rosie’s statement indicated her own fear of feeling ‘stuck’ with 
no way back; in this ‘black or white’ situation, unless team members speak up at the 
point of referral, they are condemned to the ‘long-haul’: to a process of exhaustion.
Some participants’ accounts referred to the psychoanalytic concept of ‘defence’ in 
understanding decision-making processes:
“I  think part o f it is a defence. ” (Simon; on his own reactions)
...their own defences come into p lay” (Keira; on others’ reactions)
4.1.2 Sub-theme 2: Controlling the Requirements for Inclusion
Four participants described what they understood to increase the likelihood of a 
client with BPD being accepted by the CMHT. Two of the four participants alluded 
to the need for clients to be ‘likeable’ in order for inclusion:
“I  have a sense there’s some people with a personality disorder the team like. 
We just like them. There are other people that come along and for one reason
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or another we just don’t want them...it’s hard for us to warm to them.” 
(Dianna)
“There are a few  people that just don’t like anyone with a personality 
disorder. ” (Lizanne)
In her statement, Dianna illustrated how ‘likeability’ is important for inclusion, but 
was not aware of how clients become regarded as ‘likeable’ or not. Implicit in her 
description is that the urge to accept or not to accept a client into the CMHT occurs 
almost immediately after the client has ‘come along’, i.e. at referral stage; the 
decision to accept or not to accept seems to be based on personal preferences.
Dianna had alluded to inconsistencies among clients in determining ‘likeability’. In 
contrast, Lizanne alluded to inconsistencies among team members. In addition, in 
her use of the phrase “they just don’t like”, Lizanne’s statement connects with 
Rosie’s earlier depiction of a process which appears to be ‘black or white’ (“once 
they’ve got them, they’ve got them”). These systems are depicted as fixed, but also 
accepted.
One participant, Rosie, provided an account of what she believed underpinned the 
concept of ‘likeability’, thus shifting to a deeper level of understanding:
“I f  there is something that the staff get attached to, then I  think they can be a 
bit more welcoming o f  them...If that person feels captured by the story and by 
the interaction they’ve had then they come back and feed  back on the 
assessment and sell it to the team. ” (Rosie)
Although referring to ‘staff in the above statement (thus again indicating her sense 
of difference from the team), Rosie had also said she had needed to engage in this 
task (‘selling it’) when providing assessment feedback.
It seems there is a need to become ‘attached’: to be ‘captured’ by ‘something’ in 
order to develop an image of the client as ‘likeable’. Only then will someone push
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for the team’s acceptance of that client. That said, even when a team member 
advocates acceptance of the client, they are still required to ‘sell it’ to the team. 
Unfortunately though, the purchase is by no means a certainty if others are not also 
‘captured’. In this analogy, the client is depicted as a product, moving through a 
consumer system where they are at the mercy of buyers. The consumer system 
analogy was also illustrated in Dianna’s account:
“I t ’s kind o f like being in a sausage factory, you kind o f process people 
through the system so they come in one end and they are assessed and then 
they ’re discussed in the team meeting and they ’re shoved out the other end. ”
Rosie’s statement had illustrated her perception of humans’ powerful need for 
attachment; without attachment there may ultimately, be exclusion. That said, the 
nature of the ‘something’ that is needed for attachment was unknown. Dianna 
alludes to what that ‘something’ might be:
“I  think people tend to have a lot more sympathy i f  we ’re aware o f  a traumatic 
history. And the majority o f  people will have a traumatic history, but we don’t 
necessarily hear about that. ”
Dianna describes the impact of hearing about trauma; specifically, the generation of 
sympathy. In turn, this generates a desire to help. This is a natural human response 
to the witnessing of another human in distress. The key point in Dianna’s account is 
that there is no active seeking of this information despite awareness of its existence. 
This may be because the reality of clients’ distress is painful to bear. The 
consequence is limited sympathy, potential for exclusion, and a frustrated ‘seller’.
Adrian conveyed his understanding of what enables acceptance into the CMHT:
“We’re a team which takes on people much more often than we don’t. We 
have quite a high tolerance ...Different people have different tolerances. ” 
(Adrian)
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Adrian connects with the aforementioned idea that processes internal to the 
individual determine whether a client is accepted or not: in this case, it is one’s level 
of ‘tolerance’. Thus Adrian illuminates his understanding of inconsistency within 
the CMHT. Inconsistency implies instability. This mirrored his experience of the 
wider service which, having recently undergone a change, felt unsafe, 
uncontrollable, and unstable. A sense of cohesion seems a far cry from reality:
“One whole CMHT has been disbanded...! do not want to have nasty vibes 
and sharing rooms with people and that’s how it got with a member o f  the 
team who left very sadly. Also, I  was demoted. ” (Adrian)
Rosie highlighted her perception of the similarly unstable nature of likeability, 
attachment and inclusion. Even if all three have been achieved, they are still subject 
to change:
“As soon as the client misbehaves, I  suppose, in a teams ’ view, then they ’re 
less welcome. ”
Here, the team is experienced as an authoritarian ‘parent’ who responds to the 
child’s ‘misbehaviour’. Her statement again conveys her sense of separation from 
the team, and from a process of which she does not want to be a part.
Notably, all clients’ accounts were focused around the ‘in-or-out’ decision. It seems 
the preoccupation with this major decision - and the internal and interpersonal 
processes which surround it - prevented participants from reflecting on other types 
of decisions (e.g. management of risk or treatment plan) throughout the interview.
4.1.3 Sub-theme 3: The Role of Limited Resources in Exclusion
All participants referred to the role of the wider service in the increased likelihood of 
exclusion. In services where organisational restructuring (involving loss of
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resources) had recently taken place, participants described an increased sense of 
pressure:
“I t’s not so much within-teamproblems, i t’s more external...we ’re under even 
more pressure than we used to be and there’s just much too much work. ” 
(Adrian)
“We lost an entire CMHT last year so 3 CMHTs had to mop up the remaining 
referrals. ” (Sarah)
“There have been so many cuts, so many cuts, that you ’re left with practically 
nothing. ” (Keira)
By attributing their sense of pressure to external sources, Adrian, Sarah and Keira 
communicated powerlessness against a system. They experienced themselves as 
Clinical Psychologists with little or no influence over their environment. The only 
option was acceptance of the situation. However, this maintained their helplessness, 
and, eating away at the passion and drive which had previously flourished, they had 
lost direction. They depicted themselves bound within a helpless system. Keira 
encapsulated a sense of lethargy and loss:
“The trust is functioning on its bare bones... This borough has a graveyard 
feel to it. It feels directionless. ”
The lifelessness and lack of direction within the wider system impacts on one’s 
work as a Clinical Psychologist. This was understood as permeating through to the 
client with BPD:
“I  think the people who get the worse end o f  the deal are people with this 
diagnosis. ” (Sarah)
“They can’t get the right input. So I  think i t ’s about the staff team not being 
able to give them what they need because there simply isn’t time. ” (Simon)
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“You’re going to get some patients who have nowhere to go and where do 
they end up? The CMHT, because they ’re the only ones who will take them. ” 
(Keira)
In this section, what becomes clear is the connection of the wider system to the 
helplessness-related pull towards exclusion: it is caught in a web of interactions 
between the system, the team and the individual. All are connected and influenced 
by one another, and the internal state of each part may mirror the other. This 
conceptualisation presents a challenge to some participants’ suggestions that they 
are not in a position to influence the system: learned helplessness may prevent them 
from acknowledging and grasping that capacity to influence. Both Simon and 
Keira’s statements seem to illustrate their acceptance (but not approval) of the 
situation. Keira, in the early part of her statement, conveyed a sense of resentment 
towards the system. In the latter part of her statement her frustrations are seen to 
shift from system-focused to client-focused, implying the transferable nature of 
emotions.
Where difficult emotions were experienced in a resource-deficient system, 
participants looked to external sources for ideas about ‘what to do’ for clients with 
BPD.
“That [DBT] service is at capacity at the moment so it can’t pick anyone up. ” 
(Rosie)
“People feel slightly more empowered in that they’ve got something that they 
can refer people to: the DBT team. ” (Lizanne)
“I t’s a huge tragedy that the [specialist PD hospital] has closed...For many 
people it was the last chance saloon ...there is no DBT service in this 
borough. ” (Dianna)
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Should external sources respond in the desired way, a sense of comfort and 
alleviation of emotions may be elicited. Here, this is conceptualised as
‘containment’. Feelings of containment were associated with the availability of 
resources, whilst discomfort (non-containment) was associated with a lack of them. 
In looking to specialist teams for comfort and containment, participants imply that 
this function cannot be fulfilled by those working within the CMHT. With no
specialist service availability and no inner containment capabilities, emotions are 
powerful and decision-making becomes emotion- (not need-) dependent. In the 
absence of resources and the perceived absence of inner capabilities, Sarah looked to 
‘those above’ to fulfil the function of containment:
“I t ’s so political... It needs a much more top-down approach. ” (Sarah)
Here, Sarah locates the power and ability to ‘contain’ with higher management 
levels. Interestingly, the message conveyed by participants was that they 
experienced themselves as at the mercy of the resource controllers. Therefore, they 
experienced their ability to be influential in decision-making processes as 
constrained by external factors, to which they feel powerless.
4.2 Super-ordinate Theme 2: Team Dynamics
Participants understood inclusion and exclusion to be embedded within a system of 
team dynamics, which connected with wider systems. Both positive and negative 
aspects of team dynamics in decision-making were raised. One participant 
consistently communicated her own sense of exclusion from the team, while others 
did so intermittently, thus reflecting the changeable nature of Clinical Psychologists’ 
experiences. The term ‘team dynamics’ was selected to represent the sub-themes 
here because participants’ reports of their subjective experiences were consistently 
connected to their team, and the motions within it.
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4.2.1 Sub-theme 1: The Struggle for Influence
All participants described their team as being organised hierarchically. All 
described their role as Clinical Psychologist to be one of the most senior and 
responsible. Despite this, their experiences of achieving influence in decision­
making processes were varied, as were the nature of the challenges to this. Internal 
attributes were influential in the construction of who achieved influence in decision­
making:
“I  do think it’spossible to change it [the culture]... in reality I  don’t know how 
much because there will always be strong characters. ” (Simon)
“There are team dynamics in decision-making which are also about 
personality and confidence. ” (Sarah)
“I t ’s not just about training. I t ’s attitude, personality and individual 
differences. ” (Keira)
Participants alluded to inconsistency in these statements, thereby connecting with 
some earlier points. Simon indicated the presence of ‘strong characters’, therefore 
implying the existence of the opposite too. The nature of one’s ‘character’ or 
‘personality’ is typically perceived to be enduring, thus a service in which there are 
strong characters was experienced as resistant to change.
In his account, Adrian had identified a method through which he felt able to 
maximise his influence in team decision-making in relation to clients with BPD, 
despite the presence of ‘strong characters’:
“Because...The consultant and I  have a good working relationship, and he’s 
not anti-people-with-PD-diagnoses. ” (Adrian)
Adrian illustrates his perception of the Psychiatrist as a powerful figure within the 
CMHT. By forming a close alliance with the Psychiatrist, Adrian is able to enhance
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his sense of influence, and consequently his ability to affect the inclusion of clients 
with BPD. Although positive effects may be derived from this practice (inclusion of 
clients), in allying himself with one member of the team, Adrian maintains a sense 
of separation from the others. Consequently, Adrian does not provide himself with 
the opportunity to develop a collaborative relationship with his other CMHT 
colleagues. This feeds back in to the cycle of separation:
“There’s not really been a need to bring it to the whole team meeting and I  
just want to feed back to the consultant. ” (Adrian)
Interestingly, allying himself with the person he perceives to be the most 
authoritative may enable Adrian to avoid feelings of inadequacy, and maintain a 
sense of status.
Sarah described her experience of attempting to shift her team’s negative 
perspective of people with BPD in the hope of developing a service where decision­
making is based on clinical need, as opposed to emotion:
“You have to be quite robust in yourself and quite determined to keep fighting. 
And sometimes I  have a feeling that Tm fighting a bit o f  a losing battle. ” 
(Sarah)
In describing a ‘battle’, Sarah communicates hardship and a sense of being alone, 
herself excluded. She also communicates her perception of being in conflict with 
her colleagues. Her inner strength helps her continue to fight the battle but there is a 
fear around how long her resources will last. Her statement illustrates the early 
stages of the mutation of determination into helplessness. In its entirety, Sarah’s 
account demonstrates a shifting between states of determination and helplessness.
Also described was a sense of being ‘unheard’, or essentially, ignored. Sarah and 
Rosie described a process operating within their teams:
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“[other team members] are angry and annoyed that they don’t get heard.” 
(Sarah)
“For the people who consistently don’t get heard I  shouldn’t imagine it feels 
very nice...I suppose I  experience myself as being heard so it’s rare I  don’t. ” 
(Rosie)
Both Sarah and Rosie convey their separation from those who are ‘unheard’. These 
provide interesting within-participant contradictions, as Sarah had previously 
described a ‘battle’ in trying to influence her team, while Rosie had already 
conveyed her sense of exclusion and powerlessness. These inconsistencies may be 
reflective of their changeable sense of inclusion, power and influence.
4.2.2 Sub-theme 2: Polarisation and Splitting:
Six participants referred to a process of ‘splitting’ or ‘polarisation’ within the team. 
Some participants referred to ‘conflict’ occurring between opposing sides. 
Contradictions were evident: some participants perceived conflict as a helpful in 
decision-making while others perceived it as unhelpful.
For Lizanne, the process of ‘splitting’ begins at an early stage, essentially in 
response to the diagnosis:
“The term borderline personality disorder I  guess often sort o f  polarises the 
team. There are those that feel hopeless about the condition and those that 
feel i t ’s a treatable condition and we should do something about it. ” (Lizanne)
Lizanne depicts ‘splitting’ or ‘polarisation’ simply as the existence of opposing 
views. Notably, this contrasts with psychoanalytic conceptualisations of splitting as 
the projection of ‘good’ or ‘bad’ parts of the self or experiences onto others. 
Lizanne highlighted how the former type of ‘splitting’ might happen even prior to 
meeting the client, connecting with the need for ‘likeability’ at a similarly early
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stage. The tension which manifests from the split described above is: ‘to treat or not 
to treat’, that is to say, ‘inclusion versus exclusion’. Interestingly, Lizanne does not 
make explicit her position within this split and this itself could be reflective of an 
inner polarisation. In support of this, during her interview Lizanne described her 
advocacy of the inclusion of people with BPD in the CMHT, while also describing 
instances of reluctance:
“In a way in the CMHT borderline clients get a better deal...there’s me 
driving that or maybe representing that. ”
“I f  you let them in to the team... they become less functional; they’re going to 
get dependent. ”
Her subsequent reflection on this enabled her to recognise that her reluctance may 
be an avoidant or defensive strategy, as previously discussed:
“We feel better about not accepting someone because we think it’s fo r their 
own good, whether or not it is? Probably not. ”
Split configuration was highlighted by Rosie and Lizanne as having a significant 
effect on decision-making:
“Had I  had an ally around at the time...but it was very much me and [in 
opposition to] two people. ” (Rosie)
“I f  the team is split down the middle that’s fine...But i f  you’re the only 
one... that polarisation can be quite silencing. ” (Lizanne)
Here, Rosie and Lizanne highlighted the concept of ‘strength in numbers’, 
suggesting that with allies, tensions are manageable; anxiety is less. This is because 
a sense of power grows through the formation of alliance with another; this connects 
with Adrian’s method of achieving influence (discussed in the previous section) 
through the formation of an alliance with the Psychiatrist. Interestingly, Lizanne’s
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statement suggests it may not be the hierarchical position of the individual with 
whom you are allying that matters most, but simply that one has an ally. To 
challenge alone feels threatening. Notably, Lizanne refers to the polarisation itself 
(as opposed to the individuals or group) as underpinning the silencing effect; there is 
something about the position of standing alone amongst others which creates a sense 
of threat, and prompts retreat.
Some participants’ own fear of exclusion and abandonment by their team prevents 
them from challenging others. Unfortunately, there may be a knock-on effect to the 
client:
“You end up prioritising the clinician’s needs and protecting the clinician’s 
feelings. ” (Rosie)
Despite the possible effect on the client, there is a sense that Rosie needs to limit the 
disharmony around her, or her relationships with team members could be 
compromised. This may create a state of discomfort which is too hard to bear, thus 
some things remain unchallenged.
Noticeable by its absence was an account of the role of the client in decision­
making. This may be a reflection of participants’ primary concerns around 
maintaining relationships and inclusion within their team. Only one participant, 
Dianna, explicitly considered how the BPD client’s requests might impact the 
team’s decision-making in relation to their care:
“ ...there might he a conflict between what the client is asking for and how we 
think we might help them best. ” (Dianna)
As the only participant to raise this, Dianna recognised clients’ position in the 
system of decision-making. However, the overarching absence of the client in 
participants’ accounts pointed towards an underlying distance between the clinician 
and the client.
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4.3 Super-ordinate Theme 3: The Idealised Image of a ‘Good’ Team
This section highlights participants’ image of what a team needs to be in order to 
meet the needs of clients with BPD; participants’ idealisation of the ‘good’ team 
conveyed their sense of what is currently absent. Consistent with previous sections 
is the notion of ‘shifts’: in this case, a shifting belief in the possibility of reaching 
the ideal.
4.3.1 Sub-theme 1: ‘Fresh Eyes’ and Interest
Four participants described the positive effect that the joining of new team members 
had on peoples’ perceptions, and subsequently decision-making, in relation to clients 
with BPD:
“More staff turnover... a lot o f people bringing new ideas and thinking and 
introducing difference and change all the time. ” (Sarah)
For Sarah, a new member of staff of any discipline has the capacity to affect change. 
She understands that if a team is repeatedly exposed to new ideas then its members 
become more accepting of these; they become less fearful, defensive and resistant. 
New ideas are no longer experienced as a threat. Over time, a process of culture 
change may be achievable. In contrast, if existing practices are seldom challenged, 
the possibility of culture change moves further away from grasp:
“There’s an entrenched way o f doing things ...changing approach then can be 
difficult. ” (Sarah)
“You can get so wrapped up in culture. ” (Simon)
Simon’s reference to the potential to become ‘wrapped up’ in culture echoes Rosie’s 
earlier conceptualisation of the client being ‘sucked in’ to services on their journey 
to dependence. Implicit in Simon’s account is his perception that one must resist 
being drawn into an entrenched way of thinking and doing. The image depicted by
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Sarah and Simon is of a system that is rigid, and which presents a danger whereby 
once you are in, control and influence may diminish at rapid pace. A rapid pace that 
is, unless you try and exert influence and advocate change immediately. Allowing 
time to pass, as Sarah’s statement (below) highlights, could offer helplessness the 
opportunity to thrive; thus ambition and determination lie dormant:
“I  wonder whether there is also something about learned helplessness and 
over time, as i f  people try to make a point and don’t get heard they give up. ” 
(Sarah)
In contrast, Simon communicated his separation from the entrenched culture:
“I  am new to this team and I  think that's really helpful because you've got 
fresh eyes. ” (Simon)
In stating how being ‘new’ to a team provides ‘fresh eyes’, Simon implies that 
experience may distort or contaminate; however, when someone with ‘fresh eyes’ 
joins the team, they have the capacity to purify the current system. In her account, 
Rosie similarly considered the value of ‘fresh eyes’, and the contaminating function 
of experience:
“They [newly qualified staff] seem to be a lot more interested in that referral 
than people who have been in the team for years and have had multiple 
experiences o f borderline clients...! mean they just haven't had those 
experiences. " (Rosie)
Rosie offers a rationalisation of peoples’ disinterest of clients with BPD at referral 
stage: “they just haven’t had those experiences”. This indicates an attempt to 
empathise with her colleagues and reduce her own sense of exclusion. However, in 
doing so she arguably endorses team members’ disinterest in BPD clients. 
Portraying herself as an observer of (not participator in) the team’s disinterest, she 
protects herself from feelings of blame and guilt.
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Interestingly, in contrast to the proposition that experience contaminates, Sarah 
portrayed her conception of experience as having a positive effect on the process of 
decision-making in relation to clients with BPD:
“You get people coming from specialist PD services who are very helpful ” 
(Sarah)
The key necessity for Sarah is that the experience which is brought to the team is 
specialist. The team member who has worked in a specialist PD service is perceived 
to have developed skills which are effective for team work around these clients. 
There is some quality that is derived from exposure to a specialist service that 
creates something which is helpful. What is important to Sarah is not simply skill 
and understanding of clients, but the combination of this with an ability to reflect on 
the dynamics operating within the team:
“It takes specialist training to have the awareness that a split is happening. ” 
(Sarah)
For Sarah, people who have been exposed to specialist PD services are able to 
provide this combination of qualities and through this, create a sense of containment.
Also important to some participants were staff with a specific interest in BPD. 
Irrespective of whether an individual had specialist training, interest was described 
as having a direct effect on decision-making:
“Having clinicians with a particular interest in personality disorders can have 
a significant influence over how decisions are made. ” (Lizanne)
“Lots o f psychological interest in the team is good. ” (Dianna)
Lizanne offered her understanding as to the mechanisms underlying this:
“Their interest rubs o ff on other people. ” (Lizanne)
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Lizanne’s statement depicts a chain of connection between individuals. This 
illuminates the earlier conceptualisation of an interconnection. Lizanne does not 
refer to the need for an ‘interested’ team member to be a ‘senior’ one, but perceives 
each individual to have equal capacity to affect others, or ‘rub off on them’. This 
contradicts some of the earlier discussions around the Clinical Psychologist feeling 
powerless within their team, and powerless to the system around them.
4.3.2 The Containment of Emotions through a ‘Model’
Five participants referred to the absence of a ‘model’ in relation to clients with BPD, 
in their CMHT. The meaning of ‘model’ here refers not only to a framework for 
understanding BPD, but to a structured and explicit framework for related decision­
making: that is, a framework for ‘what to do’. In the absence of a model, and in a 
link with the theme of Helplessness, emotions make ‘careful’ thinking unlikely:
“I t ’s a generic CMHT, i t ’s not set up to think carefully about people with 
personality disorders...it’s random stuff, i t’s reactive stuff, anxiety-containing 
stuff. ” (Rosie)
“...[without a model what happens is] knee-jerk decision-making at the time 
o f crisis instead o f thinking about the person’s needs. ” (Sarah)
Rosie and Sarah’s statements convey their sense of chaos and ‘uncontainment’; it is 
a case of emotion versus reason. Unlike ‘random’ decision-making based on 
emotional reactivity, consistent, model-based decision-making creates a sense of 
security and stability. When there is security and stability there is a lesser need to 
self-protect. Decision-making becomes more collaborative and less emotive and 
more consistent; the sense of threat is less.
Lizanne’s account reiterates the absence of a framework within the CMHT. She 
creates an image of a mirroring between the CMHT and the wider service, thus
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illuminating previous indications of a connection between different layers of the 
system:
“A strategy or approach to dealing with borderline personality disorder 
clients. I  don Y think we have that in our team, I  don Y think we have that in 
our trust. ” (Lizanne)
Accounts indicated the introduction of an evidence-based model to the CMHT 
would have a positive effect on decision-making. The model would need pertain to 
an evidence-based understanding of BPD, and provide related and detailed 
structured guidelines for ‘what to do’, particularly when clients present in crisis. 
The mechanism through which participants anticipated this positive effect could be 
achieved was the containment of emotions. Such a model would serve to create the 
same sense of containment and protection that defensiveness, alliance formation and 
specialist team members do:
“When you don Y [have a model] you end up responding by your emotions and 
not applying a formulation... It [the model] sort o f safeguards you. ” (Rosie)
Because participants reported the absence of a model in the CMHT, their beliefs 
about its function in the context of the CMHT were regarded as speculatory and 
idealised. However, their work in a variety of other settings had provided them with 
experience of team-working within defined models. This had been experienced as 
containing, and therefore they drew not just on speculation but on this past 
experience:
“When you start flagging and thinking ‘oh my god I ’ve got no idea what to do 
with that’you ’ve got ‘well what does the model say? ’...and that’s what drives 
your decision-making... Without that you ’re a bit anchorless. ” (Rosie)
Rosie conveyed how a sense of confusion ensues from the absence of a model. 
Rosie understood the consequence of confusion to be a sense of being ‘anchorless’, 
free-floating, leading to vulnerability and insecurity. The image of ‘free-floating’
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echoes earlier references to ‘lone working’, which occurred in response to 
helplessness. It is difficult for any clinician to be optimally effective for their clients 
when they feel alone, confused and anchorless.
Some participants again implied their sense of separation and difference from their 
CMHT colleagues in that they regarded themselves as the only ones who ‘had a 
model’ for BPD:
“I  am open to seeing people with BPD because I  have an understanding o f  
what is going on. ” (Adrian)
“I  think i f  people have a clear psychological model...! do but most people 
don’t. ” (Rosie)
Adrian and Rosie convey a sense that their ‘model’ of BPD is specific to them as the 
Clinical Psychologists in their teams. Unfortunately, something prevents them from 
asserting their model; perhaps they have become entangled in a culture where new 
ideas are discouraged; where they feel powerless; or where it does not feel safe 
enough to face the anxieties or sense of exclusion which may ensue.
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5.0 DISCUSSION
While some of the findings supported or contradicted the reviewed literature, the 
analysis also initiated the discovery of new literature. Both are used here to make 
sense of the findings, drawing most heavily on psychoanalytic and systems theories.
Findings of this study are limited to the population under investigation, and add to 
the current evidence base. Any conclusions which stretch beyond this should only 
be considered tentative (Touroni & Coyle, 2002).
5.1 Understanding the Findings: An Introduction
Systems both internal and external to the Clinical Psychologist appeared to affect 
decision-making around clients with Borderline Personality Disorder (BPD). 
Therefore, a consideration of inner states and systems is key in understanding 
participants’ experiences. This study asserts that a combination of psychoanalytic 
and systems theories are best placed to understand the results. That said, the use of 
psychoanalytic concepts in qualitative research of this type has been criticised. The 
importance of this is acknowledged, and is discussed later.
The justification for applying psychoanalytic and systems approaches to processes 
(e.g. decision-making) within CMHTs, is based on four premises offered by 
Heginbotham (1999), and which the present study defends: 1) Managing health 
services requires an understanding of psychological processes of care; 2) Mental 
health care is psychodynamic in nature and clients, clinicians and managers inter­
relate in complex, often uncomfortable ways; 3) Mental health care is fragmented, as 
are the ‘chaotic’ and changeable responses of its members to clients; 4) Mental 
health teams are unstable, constantly shifting, yet necessary in the organisation of 
mental health services.
Psychodynamic and systems approaches both have in common a regard for the 
interconnectedness of a whole’s parts; essentially, the parts always represent
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something of the whole (Obholzer, 2005). Obholzer conceptualised each individual 
as a ‘monitoring device’ for a system (in this case, the CMHT), which provides 
feedback about its state. This metaphor underpins the findings of the study, and the 
reader is asked to hold this is mind while discussions shift between the individual, 
the team, and the wider service. An understanding of the results should be 
embedded within the wider context of the organisation, which consists of 
interrelated parts.
5.1.1 The Application of Systems Theory
The findings were consistent with Davies and Janosik’s (1991) summary of systems 
theory, and the conceptualisation of the CMHT as an ‘open’ system (Foster & 
Roberts, 1998). Interestingly, many of the adverse effects (anxiety, disorganisation, 
loss of sense of control) described by Davies and Janosik (1991) emerged from the 
data, indicating that demands from ‘outside influences’ (such as trust management 
levels, resources controllers, clients) were high. What was not clear was the relative 
impact of all outside influencers in terms of which of them causes most adverse 
effects.
5.2 Understanding Helplessness
The apparent ‘pull’ towards the exclusion of clients with BPD from the CMHT (or 
aspects of the service) was understood to be based foremostly on an inner reaction of 
helplessness, thereby supporting Denman’s (2007) proposal that many decisions in 
relation to the psychological care of clients in mental health services are not made 
on rational grounds. The reaction of helplessness appeared to be the foremost 
occurrence; however, this may be because this internal reaction, with its 
physiological signals, is the most readily accessible. Still, the process was not so 
simple as this: additional features, intrinsic to the individual, were in operation, and 
interrelated with wider systems.
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In order to understand the ‘dismissal’ or ‘minimisation’ of clients and/or their needs, 
in response to helplessness, consider the concept of defence mechanisms (e.g. Freud, 
1937). Ego defence mechanisms protect the individual from anxiety and other 
distressing emotions which may pose a threat to, for example, self-esteem or 
competence. The current study does not imply the operation of defence mechanisms 
in the pathological sense, but the use of defence mechanisms by the clinician and 
perhaps - in a very tentative speculation - their team, as a protection from increased 
pressure and anxiety. The use of defence mechanisms may become about the 
survival of the fittest in a current culture of blame. The existence of intense anxiety 
and primitive defense mechanisms in institutions has long been recognised; 
Menzies-Lyth (1988) had suggested team members become like their institutions 
through the introjection and operation of their distinctive defence mechanisms, thus 
existing attitudes and practices persist.
It is important at this point to return to one of the assumptions of IPA. That is, that 
people are able to readily access the cognitions, beliefs and schemas which are the 
key elements in the formation of meaning-making (Dallos & Vetere, 2005). 
Defence mechanisms on the other hand, are largely understood to be unconscious 
processes. In adhering to the said assumption of IPA, the researcher only infers 
defence mechanisms which participants arguably accessed and communicated 
(albeit implicitly) in their verbal accounts, thus contributing to their understanding 
of their experiences. This is as opposed to interpreting defences in action during the 
interview. Indeed, some participants (Keira and Simon) had referred explicitly to 
defence mechanisms, and some gave descriptions of defence mechanisms in non- 
psychoanalytic terms, but were interpreted and labeled as such by the researcher.
Other defence mechanisms were also inferred from participants’ accounts: 
‘projection’ (Keira; in the transfer from system-focused to client-focused 
resentment); and ‘rationalisation’ (Lizanne; in rationalistion of the urge to exclude). 
Projection here, also arguably used by some participants in the context of attributing 
dysfunctional practices to other team members, sees the attribution of one’s own 
faults (‘bad’ parts) to others in a team; this connects with psychoanalytic theories of 
‘scapegoating’ (Gemmill, 1989). Rationalisation was used in the context of
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rationalising the urge to exclude BPD clients from services by stating that it would 
be protective for clients who would otherwise become dependent on the service 
(Lizanne). These defence mechanisms served to protect the clinician from 
threatening, unacceptable feelings including guilt and blame, but also feelings of 
helplessness. This then protected competence and self-esteem, and reduced anxiety. 
Unfortunately, although this may not have a direct adverse effect on the clinician, 
the operation of defence mechanisms in the pull towards exclusion impacts 
negatively on clients. For example, it may result in the clinician unwittingly 
becoming the ‘abuser’ figure (Hinshelwood, 1999), or may become mirroring of 
earlier chaotic relationships (Bateman, 2001).
Wider systems are linked with internal defences: the mental health service setting 
impacts on the ‘ego strength’ of individuals and teams (Thomdycraft & McCabe, 
2008). In line with this, it may be that the strength of participants’ ego was reliant 
on the operation of defence mechanisms as their current environment did not itself 
facilitate ego strengthening.
The apparent reaction of helplessness and sense of ‘not knowing what to do’ could 
alternatively be conceptualised as Teamed helplessness’ (Seligman, 1975). Indeed, 
some participants had explicitly referred to this term. Learned helplessness sees an 
individual behave ‘helplessly’ in response to an unpleasant or harmful experience, 
even if they later face an opportunity to restore their sense of ability and control 
(Seligman, 1975). ‘Learned helplessness’ is most well known for its application in 
understanding depression (Seligman, 1975).
Exclusion opposes the essence of NIHME (2003) and NICE (2009) guidance, which 
aim to increase BPD clients’ access to services. Moreover, services may potentially 
become grossly unethical. It follows that there is a vital need to monitor one’s own 
responses -  behavioural and emotional -  to clients, in order to avoid being drawn 
into unhelpful, defensive practices and the recreation of past relationship patterns 
(Hinshelwood, 1999; Bateman, 2001).
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5.3 The Nature of the Gatekeeper
It emerged from the current study that a ‘likeability’ factor is required to increase the 
pull towards inclusion and this judgement often preceded assessment. ‘Likeability’ 
was related to factors intrinsic to the therapist or client. Consistent with the notion 
of interrelatedness, it is likely that the answer lies in both; thus the ‘gatekeeper’ is 
complex. Because of the early stage at which the judgement of ‘likeability’ is made, 
and because of the inconsistency across team members and time regarding their 
level of ‘tolerance’ which emerged from the results, clinicians may benefit from 
ongoing reflection on preferences and tolerances, prior to assessment. A reflective 
space would also increase one’s capacity to tolerate emotional reactions 
(Hinshelwood, 1999) to any component of the system.
The findings supported claims that individual characteristics affect decision-making 
performance (Bernstein et al, 2008) as well as therapeutic outcome (Bateman & 
Tyrer, 2004). This study did not examine which internal characteristics have most 
impact, or the mechanisms behind their impact. Further research, possibly on the 
effect of personality and individual ‘tolerances’ on decision-making in CMHTs, may 
be beneficial. Moreover, individuals’ culture and roots impact their work 
(Heginbotham, 1999), thus research in this area would be helpful.
5.3.1 The Market Analogy
The present study also highlighted the nature of the gatekeeper as based on 
‘consumerism’, and characterised by process, purchase and sale. The reference to 
humans as ‘material goods’ may protect the clinician from full emotional connection 
with the client; objects do not have feelings. This aligns again with the notion of 
defence mechanisms. ‘Denial’ is another type of defence mechanism described by 
Freud (1937), and was implicit in Dianna’s account, in relation to her refraining 
from seeking information about clients’ trauma history. The function of this was to 
protect against experiencing the situation as it was; i.e., that the client was in true 
emotional distress. Consequently, the growth of ‘sympathy’ was stunted and the 
‘something’ which is needed for one to become ‘captured’ by a story was blocked.
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This was unfortunate because, as emerged from the results, this was required for 
Tikeability’ and the subsequent bolstering of clients’ chances of inclusion. This 
safeguarded the clinician from developing an attachment to the client, and therefore 
the potential for later anxiety (generated through hearing about trauma, risk issues 
and difficult group dynamics). Paradoxically, there is a requirement for attachment, 
yet a protection against it.
Although the market analogy has been discarded by the government, it is still 
pervasive in mental health services (Heginbotham, 1999). Ten years on, the current 
research suggests that is still the case; participants spoke explicitly of the ‘factory- 
like’ nature of services where clients with BPD needed to be ‘sold’ to the team. 
This presents an interesting question: why are these human beings, struggling daily 
with distress, conceptualised as material goods?
In their paper, Thomdycraft and McCabe (2008) theorise as to why clinicians may 
be drawn to a market analogy of mental health: in a society which encourages 
consumerism and emphasises the (futile) notion that an inner void can be filled by 
purchasing the latest products, materialism is identified as a source of contentment. 
This, when combined with a lack of control over one’s working environment, causes 
individuals to struggle with an internal void. The individual and team maintain a 
focus on consumerism as the potential filler of the void because the perception of 
this as the ‘norm’ is inherent in the substance which flows across the organisation- 
social-political boundaries. It is not yet clear whether this is specific (or to what 
degree more pertinent) to settings where clinicians are working with clients with 
BPD. If it is, the reasons for this are also unknown, but this study indicates the 
combination of increased helplessness and perceived threat (thus the subsequent 
higher need for containment) and the absence of a ‘model’ in team working with 
BPD as a place to start.
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5.4 The Team as Infant: A Need for Nurturing
In their references to the function of resources, participants highlighted the direct 
influence of management and wider political systems in the pull towards exclusion. 
Powerlessness to resource allocators, helplessness and the apparent need for what 
can be conceptualised as ‘nurturing’, and ‘containment’, were key experiences. 
What was also apparent was the projection of negative emotions, originally 
generated through interactions with the higher management levels, on to the client 
with BPD. Nevertheless, it was the higher management and political systems which 
participants looked to for nurturing and containment, unable to locate these within 
themselves or their team. Unfortunately, these systems did not fulfil this function 
either.
The findings indicated that resources serve a ‘nurturing’ function and 
individuals/teams need to be nurtured. Heginbotham (1999) suggests the
conceptualisation of a team as ‘infant’. In line with this, Bowlby’s (1988) theory of 
attachment can be used in understanding the findings of the current study.
If there is an absence of, or deviations in, attachment behaviour, this will be 
detrimental to an individual’s internalisation of a ‘secure base’, and therefore their 
later functioning and sense of security (Bowlby, 1988). For example, an infant may 
develop ‘dysfunctional’ social expectations, or engage in ‘self-destructive’ acts 
(Cline, 1992). These may emerge from early experiences of neglect, lack of carer 
responsiveness/nurturing, or frequent changing of caregivers. Holmes (1993) 
reiterated the vital role of the early environment in later functioning. The ideas are 
also in line with Bion’s (as cited in Obholzer, 2005) description of the mother who 
‘takes in’ her baby’s distress. The baby’s communication is reflected back in a 
‘contained’ way, thus the baby develops the capacity to contain its own distress. 
The same process can be present or absent in institutions where people are dealing 
with distress; for example, in CMHTs (Obholzer, 2005).
Although each of the above works refers to the experience of the individual, the 
current study asks the reader to imagine the team as the infant in need of nurturing;
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if a team, like an infant, is neglected, its functioning will not be optimal 
(Heginbotham, 1999). Interestingly, Sarah had depicted an image of a child (the 
team) looking upwards to ‘those above’ (the mother) or specialist (motherly) 
services for reassurance, containment, direction.
The blame for any act of ‘poor functioning’ should not be placed entirely with the 
team as it is likely to be largely an outcome of the un-nurturing environment 
(organisation) (Heginbotham, 1999). Likewise, this study maintains that 
responsibility for self-protective (defensive) practice, for example, should not be 
placed wholly with one individual but should be tied with the system. It still also 
maintains that a change in one part of the system is likely to affect a change in 
another (Davies & Janosik, 1991), suggesting even small efforts to rise through 
powerlessness may help in rediscovering a lost direction.
The necessity for a supportive, well managed and resourced environment for mental 
health team workers’ effective decision-making has frequently been highlighted 
(e.g. Singh, 2000; Thomdycraft & McCabe, 2008). In this study, resources had a 
nurturing function because they were perceived to give clinicians power to 
administer the care they felt was required, and gave ‘something to offer’ in the face 
of helplessness. In contrast, the removal of resources resulted in a sense of 
resentment, anxiety, helplessness and loss of control. This impacted on relationships 
and caused splitting and isolated working. This impacted negatively on decision­
making and can be conceptualised (holding in mind the team as ‘infant’) as ‘self­
destructive’ acts because they were understood to be detrimental to overall 
functioning.
Applying the above ideas, exclusion could be viewed as the result of early ‘defective 
organisational parenting’, where the ‘abuser’ is the parent organisation and an 
abused infant later becomes the abusing parent, as early trauma leads to ‘separation 
protest’ and inappropriate distancing of the team from their organisation, and from 
the original object of their concern: the client (Heginbotham, 1999). These ideas 
support Thomdycraft and McCabe’s (2008) theory that mental health teams present
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with their own ‘symptoms’ consistent with BPD, thus reiterating the need for 
reflective spaces.
Although parts of the picture may look bleak, the Clinical Psychologists in this study 
also conveyed positive aspects of decision-making: decision-making, although at 
times difficult, was continuing in the resource-sparse environment. Some 
remarkably effective working alliances were described and were sustained through 
CMHT disbandment and role demotion. This suggests, therefore, that the capacity 
for nurturing may actually to some extent be located within the self and/or the team.
5.5 Achieving Influence: The Position of the Clinical Psychologist
Findings in relation to experiences of influence could be understood in terms of 
Jams’s (1972) notion of ‘groupthink’, where processes and approaches within a 
group become ‘accepted’ as the ‘way things are’. Tajfel and Turner’s (1979) Social 
Identity Theory may be applied to understanding Clinical Psychologists’ identity or 
perceived position in the team; i.e. (some participants’) sense of exclusion may 
suggest they experience themselves as part of the ‘out-group’. One could also return 
to Seligman’s (1975) theory of learned helplessness to explain how the Clinical 
Psychologists’ retreat to isolated working. However, these theories cannot account 
for all of the findings, including the effect of ‘personality and individual differences’ 
(Keira), the function of specialist team members in containment (Sarah), the 
depiction of the market analogy (Dianna, Rosie), the need for nurturing (Adrian, 
Sarah), attachment and Tikeability’ (Rosie, Dianna, Lizanne), and the impact of 
‘hearing’ about trauma (Dianna). Therefore the study maintains that the 
combination of psychoanalytic and systems theories are best placed to explain the 
findings as they provide a more detailed account of internal processes and their 
connection with wider systems.
The capacity to influence was attributed to the internal characteristics of individuals, 
for example, personality. It was also attributed to discipline; Psychiatrists appearing 
most powerful. Formation of alliances with the more ‘powerful’ individuals was
203
seen as desirable (but arguably destructive in some ways), while challenging them 
was sometimes a lesson in futility. The Clinical Psychologists’ own sense of 
exclusion enabled their empathy for colleagues perceived to be in a similar position. 
Isolated working was a typical consequence of powerlessness.
Discipline-dependent power could in part be explained by the conclusions of a study 
by Peck and Norman (1999). From their study of group meetings in CMHTs, they 
suggested collaboration and equality in decision-making is difficult because of the 
differences in team members’ values and cultural background, thus they gazed 
beyond the realm of the team to wider systems of socialisation. They postulated that 
differences emerge through training, and are maintained through socialisation in the 
workplace. That said, personality and individual characteristics also played a key 
role in assuming and assigning power, thus supporting Denman (2007). Typically, 
personality - perceived as a fixed entity - influenced participants’ perception of 
rigidity and lack of belief in the possibility of change. Some participants’ shifting in 
their belief in change and power possibly indicated a regression to the infant state at 
times of stress in an un-nurturing environment, thus undermining their ability to be 
effective. However, although difficult, it is essential that entrenched practices are 
challenged if services are to close the distance between them and their clients 
(Heginbotham, 1999).
Clinical Psychologists’ sense of exclusion (e.g. Rosie), or ‘fighting a losing battle’ 
(Sarah) had a negative impact; in this case, isolated working and helplessness. 
Isolated working has implications for a clinician in that it can produce a sense of 
alienation from, and decrease motivation for, their work; this impacts on self-esteem 
as well as the service provision (Bryant et a l, 2004) and may result in negative 
consequences in terms of risk management in working with people with BPD 
(Bateman & Tyrer, 2004). To work well alongside feelings of powerlessness, 
silencing and conflict. Peck and Norman (1999) proposed that these issues need to 
be identified. Likewise, Onyett (1999) stated that to function well, teams need to 
openly discuss the power and hierarchy which characterises them and instead of 
trying to achieve ‘democracy’ and consensus, CMHTs must find ways in which 
difference can be ‘celebrated’.
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5.6 Organisational Splitting
Borrowing ideas from the Kleinian approach, Heginbotham (1999) described 
splitting in the context of organisations:
“What we often perceive in organisations delivering mental health services 
are the symptoms o f  the unconscious splitting o f  one part from another, the 
projection o f  good or bad aspects o f the organisational self on to the ‘other ’ -  
usually the service user or manager. ” (p.253)
The findings were consistent with the above description of the projection of ‘bad’ 
aspects of the organisational self (including emotions/thoughts) on to the client, or 
from one team member to another. This is converse to the projection from the client 
on to the clinician/team, as described in by Kemberg (1967) and Spillius (2005). 
Klein (as cited in Likierman, 2001) proposed that the function of splitting, in 
summary, is to organise the muddled, chaotic contents of the inner psyche, and 
alleviate anxiety. Should nurturing be provided (thus triggering the development of 
‘good object relations’), a split may shift towards integration (a ‘coming together’). 
With ‘integration’, there may be a shift in thinking. Applying these concepts in the 
same way to teams and organisations, this reiterates the need for teams’ 
identification of underlying currents, their open discussion and nurturing from the 
wider organisation.
The findings of the study suggest some (e.g. Rosie) Clinical Psychologists 
experience a sense of exclusion and had experienced being the ‘other’ that 
Heginbotham (1999) had referred to. The findings also suggested the ‘other’ at 
times was the client, as evident in Rosie and Lizanne’s accounts. The absence in 
participants’ accounts about clients’ role in decision-making similarly implies a 
distance between the Clinical Psychologist and their client. Further research is 
needed to explore BPD clients’ roles in decision-making about their care.
The concept of ‘strength in numbers’ emerged from the data. This may be 
understood in terms of the threat- and anxiety-reducing functions of alliance
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formation. Lutkenhaus et al. (1985) found a direct relationship between attachment 
and ego strength, ‘securely’ attached children were able to improve their 
performance on a competitive game when they found themselves losing. Although 
the study by Lutkenhaus et a l was conducted with children while participants in the 
present study were adults, the concepts can be applied to the team as an infant which 
requires nurturing and attachment for ego strength. In line with this proposed 
connection between attachment and ego strength, participants felt more comfortable 
and less anxious and threatened, when in alliance (attachment) with at least one 
other team member during team splits. It had emerged from the data that it was not 
the people on the opposing ‘side’ of the split (or their actions) which were 
experienced as threatening, but the polarisation itself; the silence in being alone: the 
fear of abandonment. In contrast, by remaining ‘different’, a clinician risks rejection 
because they do not ‘fit’ (Menzies-Lyth, 1988). Alliance would therefore contribute 
to a sense of safety. Unfortunately, the desire for an alliance can go as far as 
‘protecting the clinician over the client’ (Rosie) so that clients’ needs are not 
considered paramount.
5.7 Achieving and Managing Change
The results concurred with previous research which suggested staff become 
defensive of their positions (Jones, 2006) due to perceived threat (Willcocks & Rees, 
1995). The findings suggest new staff with new ideas about BPD and its treatment 
may be perceived as a basis for threat. Moreover, when teams are exposed to higher 
staff turnover, new staff become perceived as less threatening and change can more 
easily be achieved. This is because once change has been experienced as non­
detrimental and ‘safe’, a sense of safety in the face of change develops; anxiety and 
threat are reduced. Alternatively, this effect of staff turnover on the potential for 
change could be understood in cognitive-behavioural terms, as it echoes the basis for 
‘exposure therapy’, a cognitive-behvioural approach which sees an individual 
repeatedly ‘exposed’ to the object of their fear (in this case, change) in order for the 
anxiety connected with that object/event to be reduced (e.g. de Silva & Rachman, 
1983). However, the study asserts that this model cannot account for all the findings
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including the role of a model in ‘containing’ emotions and the need for attachment 
and ‘likeability’.
5.7.1 The Role of a New Team Member
The impact that ‘fresh eyes’ (Simon) had on decision-making processes is 
conceptualised in this study as a ‘purifying effect’; i.e. ‘fresh eyes’ enable clinicians 
to perceive clients and their difficulties with more clarity. However, this effect 
appears to be time-limited. This can be understood by applying Obholzer’s (2005) 
metaphor of staff members as ‘monitoring devices’ for their team. A new team 
member enters the team and rapidly becomes ‘wrapped up’ in its ‘culture’ (Simon), 
and becomes a representative of the team’s current state. Becoming ‘wrapped up’ 
connects with depictions of the client who fast becomes ‘sucked in’ and ‘dependent’ 
(Rosie and Lizanne). Once faced with the un-nurturing environment, it seems hard 
to break free and return to neutrality. This links with Georgiades and Phillimore’s 
(1975) explanation of how even after specialist training, ‘hero innovators’ may 
return to the workplace only to become ‘moulded’ by their environment. How 
clinicians might achieve and maintain detachment from this requires further study, 
but ongoing reflection and team ‘therapy’ may help (e.g. Heginbotham, 1999; 
Thomdycraft & McCabe, 2008). Interestingly, Georgiades and Phillimore (1975) 
also noted the importance of alliances in achieving influence.
While ‘fresh eyes’ have (an albeit short-lived) purifying effect, experience, 
conversely, appears to have a ‘contamination’ effect; that is, when that experience 
has not been in a specialist setting. There were references to the effect of past 
‘difficult’ experiences of clients with BPD (Rosie). The effect of past trauma, loss 
and vulnerability is key here; anxiety is generated when faced with an imagined 
similar experience. What manifests is a (negative) emotion-laden response to the 
client group and a reluctance to work with them. Perhaps, only in a nurturing and 
‘safe’ environment can an individual work through these responses with no 
detriment to clinician or client.
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Interestingly, there seems to be something ‘containing about contact with a new or 
existing team member who has come from specialist PD services. The mechanisms 
underpinning the development of the quality they bring requires further 
investigation. However, one might tentatively suggest that the specialist service 
provides a highly nurturing environment which strengthens the ego to the extent that 
it withstands a potentially un-nurturing one. Consequently, the person from the 
specialist team has the capacity to act as ‘nurtured and ‘contain’ the emotions of the 
‘infant’. When a split occurs, the individual notices and enables reflection in a safe 
environment; Bateman (2001), in a study of a specialist therapeutic programme for 
clients with BPD, suggests therapists are able to maintain an important reflective 
stance through work with a specialist team.
The present study suggests that the containing function in decision-making may not 
only be facilitated through resources and/or a team member with specialist PD 
experience, but by people who have a specific interest in BPD. The notion that 
interest ‘rubs o ff onto others provides support for the conceptualisation of 
interrelatedness and interdependency. It may also be that people with a specific 
interest in BPD attract (intentionally and non-intentionally) new referrals or 
concerns relating to BPD, thus providing some of the necessary containing 
function.
5.8 The Need for a Model
The findings support Kerr et aVs  (2007) proposal that the absence of a model may 
lead to impairments in collective team functioning. In the present study, a model for 
BPD and decision-making was absent but desired and perceived as necessary in 
achieving containment of emotions. In his description of a specialist day hospital 
programme, Bateman (2001) referred to the containing function of model adherence. 
However, the implementation of a model in the CMHT is likely to be a much more 
challenging task than in a specialist team (Denman, 2007). This study suggests the 
most suitable model would combine psychoanalytic and systems approaches.
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The sense of ‘chaos’ and inconsistency (e.g. Rosie and Sarah) which was 
experienced as emerging from the absence of a model reiterated claims by 
Thompson et a l (2008). Their study criticised CMHTs for lacking shared model- 
underlying practice, and demonstrated the function of a model in achieving cohesion 
and consistency. It seemed that, because the function of a model appeared to be 
containment of emotions, without it, emotions were not contained in the un- 
nurturing environment. Decisions therefore, were largely made on the basis of the 
prevailing need to contain and reduce anxiety. This was achieved through use of 
defence mechanisms.
The present study advocates the introduction of a structured model for decision­
making in relation to clients with BPD in the CMHT. However, it is important to 
question whether a strict adherence to a model actually serves a controlling function; 
the control of clients by reducing difficulties of a rigid ‘framework’; and the control 
of team members by requiring their adherence to a set of guidelines. Indeed, there 
may be a fine line between containment and control.
5.9 Limitations of the Study
Although conclusions made from the findings of this study can be applied to the 
Clinical Psychologists who took part (and those who have experiences in common 
with them), conclusions beyond this are tentative. Moreover, it may be argued that 
some of the findings are also applicable to decision-making around other client 
groups. Although this requires further research, the study indicates areas of interest 
in relation to decision-making around BPD.
The findings are based on one possible interpretation of the data. To validate 
interpretations, participants could have been consulted to check them; however, it 
was felt that this would undermine the interpretative assumption which underpins 
IPA. Moreover, the effect of time and new experiences may change participants’ 
interpretations and lead to confusion of results (Morse, 1994).
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Alongside issues around lack of generalisability, IPA has been criticised for its 
reliance on verbal reports; there are questions as to whether people are able to use 
language in such a way as to capture the subtleties and nuances of their own 
emotional and physical experience (Willig, 2001).
The use of psychoanalytic concepts in interpretations of qualitative data has been 
criticised. Midgley (2006) critiqued their use on the grounds that although they may 
enrich data analyses, they may also compromise validity. For example, Midgely 
questions how interpretative validity can be argued when, by using psychoanalytic 
concepts, the researcher claims to have knowledge about participants’ internal world 
that they themselves do not have. He also highlights how this places researchers in a 
greater position of power over participants. Frosh and Emerson (2005) highlight the 
danger of 6over-interpretation’ in using psychoanalytic concepts; i.e. their use may 
lead to ‘psychologising’ rather than ‘textual analysis’, and may position the 
researcher as the powerful ‘expert’ who claims access to cognitions over and above 
that of the participant. Indeed, one of the assumptions of IPA is that individuals can 
readily access their cognitions (Hallos & Vetere, 2005). For these reasons, the 
researcher attempted to interpret (for example) defence mechanisms only from what 
was described (verbal information) as opposed to interpreting defence mechanisms 
in action during the interview, or using transference and countertransference 
reactions as part of the data (e.g. Drapeau, 2002). In this study, psychoanalytic 
concepts have been used to enrich the understanding of some data, such as the need 
for nurturing and attachment for effective decision-making around clients with BPD.
Research around BPD clients’ experiences of their role in decision-making requires 
further investigation. With hindsight, specific questions about the role of the client 
could have been incorporated into the interview schedule. Similarly, there was little 
reference to, or questioning around, the role of the team manager. Further questions 
could have been asked about the personalities of the Clinical Psychologists in this 
study, and how they experienced this as affecting their role in decision-making. 
Although the issue of personality had been raised, participants were not probed 
further and therefore this study does not provide an explanation of the effect of
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personality, despite its link with team work and decision-making style (Bernstein et 
a/., 2008).
5.10 Clinical Implications
This study implies that decision-making in CMHTs in relation to clients with BPD 
may be based largely if not entirely on emotions and defences rather than 
‘rationality’. This may lead to the exclusion of clients from certain conversations, 
practices or services. Individual differences may contribute towards these processes. 
Dedicated ‘reflective spaces’ may go some way to reducing the ‘pull’ towards 
exclusion and helping individuals and teams work well with difference. That said, 
teams would need both time and resources for the implementation of reflective 
spaces. Mental health professionals working with clients with BPD should have 
routine access to supervision (NICE, 2009).
In relation to the NICE (2009) guidelines for BPD, it seemed that many standards 
were not consistently met; optimism; non-minimisation of clients’ distress; 
collaborative working; consistency; and holding clients’ views as paramount. 
However, the complex processes which underlie these issues require further 
investigation. Importantly, participants’ interviews in the present study were 
conducted during publication of the NICE (2009) guidelines. Although teams would 
not have had time to implement guideline recommendations, findings are useful in 
highlighting areas which might require attention as a priority (e.g. exclusion, 
reflection, absence of a model).
Decreased collaboration and increased isolated working may have implications for 
clients’ care as decisions may not be thought through, or have the benefit of 
alternative perspectives. Participants were focused on the decision around
acceptance into the CMHT, suggesting a pre-occupation with this and possible lack 
of thought around other care-related decisions, such as those faced once accepted 
into a CMHT. Teams may need to pay more attention to these decisions.
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Clinical Psychologists’ own sense of exclusion from their team may prevent them 
from being fully effective in their role. Their role in some decision-making may be 
limited. This raises the question as to whether changes in the Mental Health Act 
affect their influence decision-making around clients’ care. This requires further 
investigation.
There is a need to feel heard and supported. The findings suggest that Clinical 
Psychologists may lose motivation to influence team decision-making if they feel 
unheard or excluded. The environment, currently resource-lacking and 
consequently un-nurturing, does not facilitate inclusion.
The nurturing and containing role can most effectively be fulfilled by team members 
from specialist PD services, those with a specific interest in BPD, a model for BPD 
and associated decision-making, reflective spaces, and the addition of resources. 
This is not a simple task; it is likely that a team would need a combination of these, 
and would require effective support and management for their implementation.
The findings of the present study suggest training packages around BPD to teams 
should take into account the collective level of interest/disinterest in BPD, explore 
the impact of limited resources on internal reactions, relationships and work, and 
emphasise the interconnectedness between all levels of a system. It should identify 
links between these areas and processes of decision-making.
5.11 Future Research
Some areas for future research have been highlighted. In addition, more research 
needs to be conducted to establish which models are most effective for decision­
making in relation to BPD in CMHTs. More research relating to decision-making 
about the care of clients with BPD needs to be conducted with other disciplines in 
CMHTs (i.e. not just Clinical Psychologists) and importantly, with clients; the 
current research cannot make inferences about the meaning-making of other groups. 
Research in different contexts and cultures would also provide a useful extension of
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the study. Furthermore, in order to imply practice and test the ideas which emerged 
from the study, quantitative, evaluative or observational studies of CMHT decision­
making may be useful.
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UNIVERSITY OF
SURREY
[Date] Faculty of
Arts and  Human Sciences
[Psychologist’s name psychology
and address] a d  B u i ld in g
G u i ld f o r d ,  S u r r e y  G U 2  7X H  UK
T : + 4 4  (0 )1 4 8 3  3 0 0 8 0 0  
F: + 4 4  (0 )1 4 8 3  6 8 9 5 5 3
Dear [Psychologist’s name] w w w .s u r r e y .a c .u k
C l in ic a l  P s y c h o lo g is ts *  e x p e r ie n c e s  o f  d e c i s io n - m a k in g  i n  C M H T s  in  r e la t io n  to  
B o r d e r l i n e  P e r s o n a l i ty  D i s o r d e r
I am a Trainee Clinical Psychologist at the University of Surrey in my final year of training. 
For my major research project, I have chosen to explore Clinical Psychologists’ subjective 
experiences of decision-making in Community Mental Health Teams (CMHTs) in relation to 
‘Borderline Personality Disorder’. In particular, I am looking for Clinical Psychologists who 
work as part of a Community Mental Health Team. I obtained your name and work contact 
details from a list of Clinical Psychologists working in South West London and St George’s 
NHS Trust. I am writing to ask for your participation in this project. The Associate Borough 
Directors for Psychological Therapies are aware of my inviting you to take part. I enclose an 
information sheet about the proj ect with more details about what your participation would 
involve.
The study is being supervised by Dr Fiona Warren, Lecturer at the Psychology Department, 
University of Surrey, and Dr Stephen Miller, Consultant Psychiatrist in Psychotherapy and 
Clinical Lead for Personality Disorder, South West London and St George’s Mental Health 
NHS Trust. Despite their role as supervisors on the project, if you decide to participate you 
will not be identifiable to them.
The proj ect has obtained a favourable ethical opinion from Hounslow and Hillingdon 
Research Ethics Committee and the University of Surrey Ethics Committee. I have also 
enclosed an information sheet which tells you about the project in more detail.
If you would be interested in taking part or would like more information please contact me. 
My contact details are provided towards the end of the Participant Information Sheet 
(attached). If you do not contact me I will contact you via telephone within two weeks to 
confirm that you do not wish to participate in the project. Please note that all participation is 
voluntary.
I would like to thank you in advance for reading this letter and considering participation in 
this project.
Yours sincerely,
a Preston
inee Clinical Psychologist
25.11.08
Version 2
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UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sciences
P s y c h o lo g y  
A D  B u ild in g
G u ild f o r d ,  S u r r e y  G U 2  7X H  UK
T: + 4 4  (0 )1 4 8 3  3 0 0 8 0 0  
F: + 4 4  (0 )1 4 8 3  6 8 9 5 5 3
w w w .s u r r e y .a c .u k
PARTICIPANT INFORMATION SHEET
C l in ic a l  P s y c h o l o g i s t s ’ e x p e r ie n c e s  o f  d e c i s io n - m a k in g  in  C M H T s  in  
r e la t io n  to  B o r d e r l in e  P e r s o n a l i ty  D is o r d e r
We would like to invite you to take part in a research study. Before you decide you 
need to understand why the research is being done and what it would involve. Please 
take time to read the following information carefully. Ask us if there is anything that 
is not clear or if you would like more information.
The research
We are interested in finding about Clinical Psychologists’ subjective experiences of 
decision-making in Community Mental Health Teams (CMHTs) in relation to 
‘Borderline Personality Disorder’. The study will adopt a qualitative approach, using 
Interpretative Phenomenological Analysis.
What is the purpose of the research?
The purpose o f the research is to explore Clinical Psychologists’ experiences of how 
mental health teams think about and make decisions about clients with the diagnosis 
of Borderline Personality Disorder. The perspective of the Clinical Psychologist is 
particularly important because their role within teams is expanding.
Why have I been invited?
You have been invited because you are a qualified Clinical Psychologist working in a 
CMHT in South West London and St George’s Mental Health NHS Trust. The study 
is seeking eight Clinical Psychologists (Band 7-8b) to take part. Depending on the 
response rate, we apologise that there is a possibility you will not be chosen to take 
part once you have expressed an interest in doing so.
Do I have to take part?
would like more information before you decide please 
Is given below) and we will provide you with this and 
have. If you decide to take part you will be asked to
25th November 2008 1
Version 4
It is up to you to decide. If you 
contact any of us (contact detai 
answer any questions you may
235
sign a consent form to show you have agreed to take part. You are free to withdraw at 
any time, without giving a reason.
If you decide not to take part in the study there will be no repercussions or detriment 
to your employment.
W hat will happen to me if I take part?
Participation in this research will involve one interview lasting no longer than one- 
and-a-half hours, with the researcher. You will be asked questions about ‘Borderline 
Personality Disorder’ and about your experiences of team decision-making. We do 
not require that you read any relevant material before taking part.
The interviews will be audio-taped and transcribed for analysis, with each tape and 
transcript being allocated identification numbers in order to ensure anonymity. Only 
people who are involved in the study will have contact with the transcribed data. In 
line with the Data Protection Act 1998, all data will be treated confidentially, stored 
securely and used only for the purpose of the study. We may use quotations to 
illustrate our findings in the research report. However, no individual or organisation 
will be identifiable in these quotations as all potentially identifying information will 
be removed. Tapes will be erased once they have been transcribed. Ethical and legal 
practice will be followed at all times.
The research will be completed by the end of July 2009 and it is hoped that it will 
later be published. If you are interested in receiving feedback about the outcome of 
the study please ask the main researcher during the interview or you can contact the 
researcher or her supervisor at the address below. You will have access to a copy of 
the final study if desired. Following publication data will be stored securely at the 
University of Surrey for a period of five years.
If you agree to participate in the study, we will ask you to sign a consent form and a 
date, time and place (most suitable for you) will be arranged to conduct the interview. 
As with all clinical research and practice, if  concern is raised regarding risk of harm to 
a client, the researcher has a duty to inform the relevant personnel. In this case it will 
be the participant’s professional supervisor or Associate Borough Director for 
Psychological Therapies.
Expenses and payments
We apologise that you will not receive payment for taking part in the study. 
Interviews will take place at a Trust location convenient for you.
W hat are the advantages and disadvantages of taking p art in the study?
You will have the opportunity to discuss and explore issues of interest and/or concern. 
You may feel that gaining experience in taking part in research is relevant for your 
Continuing Professional Development (CPD). You may find that you develop new 
ways of thinking about Borderline Personality Disorder, identify any learning needs 
you may have and reflect on your role in the process o f decision-making.
25th November 2008 2
Version 4
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The disadvantage of taking part is that up to one-and-a-half hours of your time will be 
taken up. We are also aware that participation in such in-depth interviews can touch 
upon some sensitive issues. Should any distressing issues be raised we will discuss 
how you wish for us to manage them with you.
Complaints
If you have a concern about any aspect of this study, you should ask to speak to the 
researchers (contact details below) who will do their best to answer your questions. I f  
you remain unhappy and wish to complain formally, you can do this through the 
University of Surrey.
W hat will happen to the results of the study?
The research will be completed by the end of July 2009 and it is hoped that it will 
later be published in a peer-reviewed journal. The results of the study will also be 
available in the University library. If you are interested in receiving feedback about 
the outcome of the study you can inform the main researcher during the interview or 
you can contact the researcher or her supervisor at the address below. You will have 
access to a copy of the final study if  desired.
Who is organising and funding the research?
The research is part of my Clinical Psychology Doctorate training course and I will 
receive no additional payment for my conducting the research.
Who has reviewed the study?
All research in the NHS is looked at by an independent group of people, called a 
Research Ethics Committee to protect your safety, rights, wellbeing and dignity. This 
study has been reviewed and given favourable opinion by Hounslow and Hillingdon 
Research Ethics Committee and the University of Surrey Ethics Committee.
W hat do I do if I would like to take part?
We would be grateful if you could contact the researcher, Anna Preston (Trainee 
Clinical Psychologist, University of Surrey), on the contact details provided overleaf.
Thank you for taking time to read this information. Should you wish to speak to the 
researcher’s supervisor(s) regarding participation, or indeed any other issues related to 
the study, their contact details are provided overleaf.
25th November 2008
Version 4
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Appendix C
Interview Schedule
INTERVIEW SCHEDULE
How would you describe your overall experience of team decision-making within 
Community Mental Health Teams, in relation to clients with a diagnosis of 
‘Borderline Personality Disorder’?
- Prompts: how are decisions made/ responsibility/ hierarchy/ relationships/ 
conflict/ co-operation
Follow-on: has this changed? Is this changing?
In your experience so far, what has your role as a CP been within the team?
How are decisions made?
Can you give an example of when your team has had to make an important decision 
or decisions regarding a client with this diagnosis?
What happened? How was conflict managed?
What issues are thought about when a client with a diagnosis of Borderline 
Personality Disorder is referred and discussed in your team?
Prompts: client/support or intervention 
needed/risk/background/responsibility
If at all, how do you think the process of decision-making about clients with a 
diagnosis of Borderline Personality Disorder differs from that of clients with other 
diagnoses?
- Prompts: conflict and co-operation/ 
depression/schizophrenia/anxiety/physical needs/welfare needs
What is helpful and unhelpful about the process of decision-making within CMHTs?
- Prompts: for client/ team /  self/ wider organisation/ society
How could the process of decision-making in CMHTs be improved?
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Is there anything else you would like to talk about in relation to team decision­
making in relation to clients with a diagnosis of BPD?
END: THANK YOU VERY MUCH FOR TAKING PART IN THIS STUDY.
DEBRIEF: DISCUSS PROCESS OF INTERVIEW AND ADDRESS ISSUES 
AND/OR CONERNS THAT AROSE FOR THE RESEARCH PARTICIPANT.
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UNIVERSITY. OF
SURREY
Faculty of
Arts and Human Sciences
P s y c h o lo g y
A D  B u i ld in g
G u i ld f o r d .  S u r r e y  G U 2  7X H  UK
Participant Identification Number:
w w w .s u r r e y .a c .u k
CONSENT FORM
Title of Project: Clinical Psychologists' experiences o f decision-making in
CMHTs in relation to ‘Borderline Personality Disorder '
Name of Researcher: Anna Preston, Trainee Clinical Psychologist
Please initial box:
1. I confirm that I have read and understood the information sheet dated 25th r
November 2008 (version 4) for the above study. I have been advised about any 
discomfort and possible il 1-effects on my health and well-being which may result.
I have had the opportunity to consider the information, ask questions and have had 
these answered satisfactorily.
2 .1 understand that my participation is voluntary and that I am free to withdraw at 
any time without giving any reason, without my legal rights being affected.
3. I understand that the interview will be audio-taped.
4 .1 consent to my personal data, as outlined in the accompanying information sheet, 
being used for the research project detailed in the information sheet, and agree that 
data collected may be shared with other researchers. I understand that all personal 
data relating to volunteers is held and processed in the strictest confidence, and in 
accordance with the Data Protection Act (1998).
5 .1 agree to take part in the above study.
25.11.08 
Version 3
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Name of volunteer
Signed
Date
Name of researcher/person taking consent
Signed
Date
When completed: 1 copy to participant 
1 for researcher
25.11.08 
Version 3
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Hounslow & Hillingdon Research Ethics Committee
Level 7  Maternity, Room 019 
Northwick Park Hospital 
W atford Road 
Harrow 
HA1 3UJ
Tel: 0208 869 3928 
Fax: 0208 869 5222
10 D ecem ber 2 0 0 8
M iss Anna Preston  
Trainee Clinical P sycholog ist 
Psychology  Departm ent 
University of Surrey 
Guildford, Surrey 
GU27XH
Dear M iss Preston
Study title: Clinical Psychologists' understandings of'Borderline
Personality Disorder' and experiences of decision-making 
in Community Mental Health Teams 
REC reference: 08/H0709/49
Amendment number: 1
Amendment date: 04 December 2008
T he above am endm ent w a s review ed at the m eeting of the Sub-C om m ittee of the REC held 
on 09  D ecem b er 2008 .
Ethical opinion
The m em bers of the Com m ittee present g a v e  a favourable ethical opinion of the  
am endm ent on the b asis described in the notice of am endm ent form and supporting 
docum entation.
Approved documents
T he docum ents review ed and approved at the m eeting were:
Document Version Date :
Protocol 2 25 November 2008
Participant Information Sheet 4: :: y :: r 25 November 2008
Participant Consent Form 3 25 November 2008
Notice of Substantial Amendment (non-CTIMPs) 04 December 2008
Letter of invitation to participant 2 25 November 2008
Membership of the Committee
T he m em bers of the Com m ittee w ho w ere present at the m eeting are listed on the attached  
sh eet.
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R&D approval
All investigators and research collaborators in the NHS should notify the R&D office for the  
relevant NHS care organisation of this am endm ent and check w hether it affects R&D 
approval of the research.
Statement of compliance
The Com m ittee is constituted in accordance with the G overnance Arrangem ents for 
R esearch  Ethics Com m ittees (July 2001) and com plies fully with the Standard Operating 
Procedures for R esearch Ethics Com m ittees in the UK.
08/H0709/49:_____  Please quote this number on all correspondence
Yours sincerely
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4 ^  UNIVERSITY OF
$ 3  SURREY
Ethics Committee
16 D ecem ber 2008
A nna Preston  
P sychology
Dear Anna
Clinical P sy ch o log ists' e x p e r ie n c e s  o f  d ec is io n  m ak in g  in C om m u nity  M en ta l H ealth  
T eam s in re la tio n  t o  'B ord erlin e  P erson a lity  D isorder' E C /2008/98/FA  H S Fa st-T rack
On b eh a lf o f  th e  Ethics C om m ittee, I am  p leased  to  confirm  a favourab le  eth ical 
op in ion  for  th e  a b o v e  research on  th e  basis described in th e  su bm itted  protocol and  
su pp orting  d ocu m en ta tio n .
D ate o f  confirm ation o f  eth ical op in ion: 16 D ecem ber 2008.
The list o f  docum ents rev iew ed  and approved by th e  C om m ittee under its Fast Track 
procedure is as follow s:-
S
i
NHS Peer Reviewers' feed b a ck  sum m ary 16 Dec 08
D eta iled  protocol 16 Dec 08
Participant inform ation  sh ee t 16 Dec 08
C onsent form 16 Dec 08
Standard letter 16 Dec 08
Interview  sch edu le 16 Dec 08
Insurance cover 16 Dec 08
NHS REC Confirm ation o f  favourable  ethical op in ion 16 Dec 08
This op in ion  is g iven  on  th e  un derstand ing th a t  you  w ill com ply w ith  th e  University's 
Ethical G uidelines fo r  T eaching and Research.
The C om m ittee should  be n o tified  o f  any am en d m en ts t o  th e  protocol, any adverse  
reactions su ffered  by research participants, and if th e  study is term in ated  earlier th a n  
exp ected  w ith  reasons.
Y ou are asked t o  n o te  th a t  a further subm ission t o  th e  Ethics C om m ittee w ill be  
required in th e  ev en t th a t  th e  study is n o t co m p leted  w ith in  fiv e  years o f  th e  ab o v e  
d a te . ' : /
P lease inform  m e w h en  th e  research has b een  com p leted .
Yours sincerely
Secretary, University Ethics C om m ittee  
Registry
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Terms and conditions o f  Approval
South W est London and St.G eorge's hVS^j
M ental Health NHS Trust
Research and Development
Anna Preston 
Psychology Department 
University of Surrey 
Guildford 
Surrey 
GU2 7XH
19 November 2008
Dear Anna,
Research Title: Clinical psychologists’ understandings of ‘Borderline Personality
Disorder’ and experiences of decision-making in Community 
Mental Health Teams
Project ID: PF394
Following various discussions your project has now been approved. This letter ensures 
that you and the researchers holding a Trust/NHS contract are indemnified by the Trust 
under DoH HSG (96) 48 (only for non-commercial research). Under your contract of 
employment you are required to adhere to the Research Governance Framework and 
Trust research monitoring procedures.
In addition to ensuring that the dignity, safety and well-being of participants are given 
priority at all times by the research team, you need to ensure the following:
•  Patient contact: Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or full) are allowed to make contact with patients.
•  Informed consent: is obtained by the lead or trained researcher according to the 
requirements of the Ethics committee. The original signed consent form should be kept 
on file. Informed consent will be monitored by the Trust at intervals and you will be 
required to provide relevant information.
•  Data Protection: All data involving patient data will remain anonymised, where 
possible, and held on protected systems so as not to compromise the Data Protection 
Act.
•  Adverse events reporting: Adverse events or suspected misconduct must be 
reported to the R & D department, in conjunction with the Ethics committee.
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Terms and conditions o f  Approval
• Annual review: An annual review form will be sent to you, which you will be required 
to complete and return to the R & D Department.
• Closure Form: On completion of your project 
(according to the end date specified on the R 
returned to the R & D Department.
a closure form will be sent to you 
& D database), which needs to be
Publications: Any publications will need to be reported to the R & D Department. This 
is vital in ensuring the quality and output of the research for your project and the Trust 
as a whole.
The R & D Department needs to be informed of any changes to the protocol such as 
patient recruitment, funding, etc. If any major changes are made to the protocol then this 
would need to go to the R & D Committee.
Yours sincerely,
ivelopment Committee,
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Appendix H
Transcript with Notes and Themes
Mixed experiences
Perceived differently to mental health 
clients
Reluctance to accept BPD referrals, 
keep them out
Making judgements of the person and 
behaviour
The impact of behaviour
Frustration around client
People find them difficult to work with
Anxiety-provoking
Impact of behaviour
Feeling helpless
Frustration around client
Skills-dependent work 
Experience-dependent work 
Model-dependent work
Not having a model/framework causes 
difficulties
CP has a model of BPD, many others 
don not
Mixed I guess. On the whole teams 
tend to have a different view of clients 
with BPD. They put them in a 
different category to the mental health 
clients, or at least most staff members 
do. And there can be a general sense 
of wanting to keep them out of the 
team at the referral stage, or to keep 
them in outpatients rather than sort of 
‘pull them in’ to services. I think once 
the client has got into the service, if 
they are a likeable client, and if there is 
something that the staff get attached to 
then I think they can be a bit more 
welcoming of them. But as soon as the 
client misbehaves I suppose, in a 
teams’ view, then they’re less 
welcome and there’s a general sense of 
frustration and irritation of them.
Where do you think that comes from?
Generally I think the main thing is that 
usually clinicians find it hard work 
working with people with a BPD. It 
creates a lot of anxiety because, by 
definition, they are self-harming or 
they are suggesting that they are 
suicidal or actually making attempts on 
their life quite regularly. And I just 
think that if  you are the care manager 
for that client, often the care manager 
can feel quite helpless, or very 
worried, or very angry with the client, 
and not quite know what to do. And 
that depends on the skills base, what 
experience they ’ ve had and what 
model they work to. I think people 
have a clear psychological model that 
they can apply to their clients that 
guides them in how to respond to them 
then that’s different but most CMHT 
members don’t. I do but most people 
don’t. So I think those are a couple of 
the reasons anyway, why people find it 
hard.
So at the referral stage it might seem 
that some clients are avoided?
Inconsistency (within & 
between teams)
Categorisation: not 
‘mental health’
Exclusion
Emotional reactivity
Judgements:
inclusion/exclusion
Emotional reactivity
Emotional reactivity 
Helplessness
Empathy of colleague’s 
position
Helplessness 
Emotional reactivity
Having a model of BPD
Difference between self 
(CP) and other team 
members
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Effect of experience on 
interest/willingness to work with BPD 
— diminishes over time
Clients in distress calling on the phone, 
saying they want to kill themselves
Perceived differently to MH clients 
BPD is not a ‘proper’ MH problem 
Different views among team members 
Reluctance to work with BPD
Nothing to offer them
A feeling of ‘being stuck’ with them, 
frustration
Some people get heard more than 
others
Some people are more ‘borderline- 
friendly’
CP: Similarities to MH clients -  they 
have anxiety, etc.
We should be seeing BPD clients
Different views among team members
Yeh. Well, I think if you have 
someone like a student or someone 
freshly qualified in the room they seem 
to be a lot more interested in that 
referral than people who have been in 
the team for years and have had 
multiple experiences of Borderline 
clients and had them saying they’re 
going to kill themselves and having to 
send an ambulance round at 5-to-5 on 
a Friday evening or something. I mean 
they just haven’t had those experiences 
and I think that’s largely it and also 
there’s also that sense of “well we’re a 
service who should be dealing with 
people with proper mental health 
illness”, in other words a psychosis or 
clinical depression or clinical anxiety, 
and so I think some clinicians think we 
shouldn’t be seeing people with BPD 
anyway. Or, people think “there’s 
nothing to offer them and then what 
are we supposed to do with them once 
they ’re in the team? Suck them in, 
they’ll get dependent and then what do 
we do with them, we’re stuck with 
them”. So that’s I think what happens.
So what happens then? How are those 
decisions actually finally made, 
whether or not to accept a client?
Well, I suppose it’s about who speaks 
loudest, you know, if there’s 
somebody in the room who is a bit 
more Borderline-friendly they are 
more likely to throw in their point of 
view and say “well actually we do 
need to take them, the diagnosis isn’t a 
diagnosis of exclusion and this person 
does experience anxiety or does 
experience whatever and therefore we 
should be seeing them”. So it’s 
generally a few clinicians feeling a 
little bit more sympathetic and 
swaying it. I mean I would say that 
generally its recognised that if a GP 
makes a referral for someone with 
BPD they’ve had previous services 
anyway, or if they just look like they
Nature of previous 
experiences
Emotional reactivity (to 
behaviours)
Endorsing validity of 
responses
Categorisation: not 
‘mental health’
Conflicting views 
Inclusion/Exclusion
Lack of resources 
Skills and knowledge
Helplessness
Team dynamics 
Power
Conflicting styles
New person reminds 
team of humanity
Inclusion
Inconsistency
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Reluctance to work with BPD -  we 
don’t want them in the system
Impact of personal views
Differences between team members 
Skill-dependent work
No clear guidelines driving who is 
accepted into the team
If specialist services available this helps 
reduce helplessness
Reducing anxiety: the safety net of a 
wider service
Risk: reluctance to work with high-risk 
clients
Little belief in the possibility of change
Skills-dependent work
Model-dependent work
The importance of having a
model/ffamework
BPD and lengthy treatment
The use of persuasion -  ‘selling’ the 
client
might be borderline clients on paper 
there is a kind-of sense that we at least 
need to make our assessment but there 
is a general sense of “assess them 
whilst at arms-length and bear in mind 
we don’t want them in the system” and 
you know, and I think it depends on - 
say for example it’s a duty assessment 
- who meets with them, and if that 
person feel captured by the story and 
by the interaction they’ve had then 
they come back and feed back on the 
assessment and sell it to the team. If 
on the other hand the person who 
happens to be on duty that day is not 
so keen or skilled at working with 
BPD they might sell it in a slightly 
different light. So it’s a bit hotchpotch 
actually. I mean things have changed a 
little bit insofar as we now have a DBT 
service. So people are less inclined to 
think that there’s nothing that they can 
do. But the reality is that service is at 
capacity at the moment so it can’t pick 
anyone up, so, yeh. The criteria of that 
service is that they have a care co­
ordinator in the CMHT and they are on 
enhanced CPA and I do feel that 
reassures care co-ordinators as they 
have a sense their client is getting 
treatment for their BPD and are getting 
supported for that. It’s hard though, 
because if  you accept someone for care 
co-ordination and they are a very risky 
client, that’s your client for the next 
number of years and unless you put 
your hand up and say “I don’t want to 
work with this client” then that’s it. 
And I think people know that once 
they’ve got them they may not have 
the models or skills to bring about 
change: And they know they ’re in for 
the long-haul. I mean certainly when I 
have suggested a client with BPD have 
a care co-ordinator I have heard myself 
say “she’s not classically what you 
would think of as BPD, she’s very 
nice” and I try very hard to sell the 
person.
Exclusion
Reluctance
Emotions: positive
Inconsistency in rel to 
Individual styles
Skills and knowledge
Reduced helplessness 
Wider services 
Resources
Containment of 
emotions
Risk
Reluctance
Knowledge and skills 
Having a model of BPD
Challenging reluctance 
Selling, gatekeeper 
Use of power?
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Using persuasion-  selling client
Long history of treatment and 
reluctance to work with the client: little 
belief in the possibility of change? 
Anxiety and fear
Differences between CP and other team 
members: more choice, power and 
control
Committing to lengthy treatment of 
client, little belief in the possibility of 
change
Some people have more influence
Judgements of other team members ’ 
ability affects level of influence they 
have
Always negative, voices aren’t heard 
CP Feeling heard
How is that responded to?
I think people generally want to be 
able to offer something and if  you say 
“this person tries very hard”, then there 
are people up for trying but if someone 
comes along with a long history with a 
previous CMHT I just think it’s quite 
frightening to pick someone up. As a 
Psychologist you have boundaries 
around your assessment, you know, 
“I’m going to see if this person is 
ready for change and if they are not 
then I’m not going to take them”. I 
will do a bit of work and as soon as I 
think the outcome has been met or it’s 
not going to work then we’ll end it. I 
don’t think care managers have that 
luxury; once they’ve got them they’ve 
got them.
Okay, and thinking about the team, 
you mentioned about whose voice gets 
heard. Can you tell me more about 
whose voice gets heard perhaps more 
than others and why?
Erm, yeh I suppose there are certain 
people who have more influence for 
one reason or another. I’m not sure 
how they get that influence. I don’t 
necessarily think its who shouts the 
loudest but how much people value the 
input of that person and whether they 
credit it or not. I think it depends on a 
number of things. I’m trying to think 
about whose voice gets heard in our 
team. Voices that don’t get heard are 
the ones where perhaps other people 
have an opinion that they are not very 
effective in their job. Or they’re 
always moaning, and they’re always 
negative, so that gets edited out. So 
yeh I think it’s easier to say who 
doesn’t get heard than who does get 
heard. I suppose I experience myself 
as being heard so it’s rare I don’t. 
(PAUSE) I can think of one time, 
actually it was with someone with 
BPD. It wasn’t in the context of a
Selling
Impact of historical info
Emotional reactivity
CP: choice 
CP: control 
CP: power
Lack of control, choice, 
power
Change unlikely
Team, power dynamics
Judgements of 
colleagues
Exclusion (of staff) 
Excluding opinions
CP: Power 
Team dynamics
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Frustration around client
C o n tra d ic tio n : CP feeling unheard
Differences between team members: 
personal views have an impact
Some team members more powerful 
than others, and at different times (e.g. 
when on duty)
Frustration around team
CP and feeling heard
Differences between CP and other team 
members
Not being listened to escalates 
problems for client
Mirroring of how client feels: not 
feeling heard
Negative judgements and stereotyping 
causing escalation of problems
Divide of opinion in team
Frustration around the team 
Conflicting views
meeting. It was in the context of ‘this 
is someone who everyone was 
groaning about every time her name 
was raised’. And she presented with a 
slightly unusual psychotic symptom. 
She basically phoned up and talked as 
if there were twelve of her. She was 
fragmented and dissociated. I picked 
up the call and knew she was quite 
unwell. There was something quite 
different going on and it needed to be 
attended to. I tried to communicate 
that to less sympathetic members of 
the team who were quite powerful at 
the time and the team manager at the 
time and the person who was on duty 
so it was people who had some 
authority at the time about whether 
something should be done that day. 
They felt she was attention seeking 
and putting it on. That was infuriating 
and my only experience of not being 
heard. I found it really difficult. It 
was an unusual experience for me. I 
wasn’t being listened to. For the 
people who consistently don’t get 
heard I shouldn’t imagine it feels very 
nice. I asked for someone else to 
assess her because I knew something 
wasn’t right but they weren’t up for 
that and the problem escalated. 
Eventually this lady went into hospital 
under section for some time. She 
didn’t feel heard, her parents phoned 
up furious that we weren’t doing 
anything. That was one example of 
when the team’s negative opinion of a 
client you know “she’s making it up, 
she’s calling our bluff” turned into 
something really quite difficult. And 
actually the care manager who was a 
bit divided about the whole thing but 
came round to a similar opinion to 
myself and both of us experienced 
several meetings where every time we 
bought the client up and tried to talk 
about the issue people just didn’t want 
to know, they thought it was 
ridiculous, that we were a bit naïve to 
be ‘sucked in’ to the problem. And
Emotional Reactivity
Emotional reactivity (to 
behaviours)
CP: powerless 
Team dynamics 
Power changes
Negative judgement (of 
client)
Emotional reactivity re 
team
Power, team dynamics
Effect on client
Client powerlessness
Negative judgement (of 
client)
Shared perspective
Po wer dynamics 
Conflicting views
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Communicating emotions to team
A split in the team
Different views among team members 
Lack of self-reflection
Ongoing effect of past splitting/conflict
Impact of communication/lack of 
communication
Lack of curiosity and open-mindedness 
Making assumptions
Strength in alliances 
Splitting
CP feeling powerless
Significance of training background 
Differences between CP and other team 
members
Impact of personal views
Emotions affect choices and behaviour: 
a need to reflect on anxiety
Manage anxiety by maintaining they 
are right
actually it culminated in having me say 
actually “I feel really uncomfortable 
with this” and raising it in a monthly 
psychotherapy reflective team and 
saying it really wasn’t very nice that 
the team refused to listen to us. It was 
a good example of a huge split in the 
team with a client with BPD. And that 
was based on “she’s having us on” 
versus “I don’t think she is”. That’s in 
its most dramatic form. I don’t know 
how much self reflection goes on in 
peoples minds. I think how they 
responded was “oh, X and X are upset 
with us”. And still I think there’s little 
hints of “oh yeh that time”, and they 
don’t really talk about it.
What would have helped, do you 
think, in terms of making that process 
of decision-making more effective at 
that time?
I suppose at an easy level I would say 
if those two people were different, a 
bit more open-minded, a bit more 
willing to explore and be curious about 
what’ s going on rather than make 
assumptions about the situation. More 
practically I guess, had I had an ally 
around at the time that I could count 
on who was more along the lines of 
“gosh, that sounds concerning”, but it 
was very much me and two people 
who had a position that- (PAUSE). 
Well I was powerless at that point in 
time. A Psychologists’ training is 
different to others — not that you have 
to be one to be understanding -  but of 
those people in the team who are more 
sympathetic and not judgemental of 
people with BPD, I would say are 
more psychologically-minded. People 
who don’t make assumptions and are 
willing to reflect on their own anxiety 
rather than make assumptions that they 
have it sorted and that they are right.
In a way that’s a way of managing 
your own anxiety. Some people are 
capable of reflecting and thinking “I
Communication
Splitting
Little self-reflection
Conflict
Lack of communication
Lack of curiosity
Lack of open-
mindedness
Assumptions
Alliances
CP: Powerlessness 
Training background
Individual
characteristics
Psychological­
mindedness
Defensiveness
Reflection
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Differences among team members could have done that differently” and Individual
Importance of reflection some aren’t. characteristics -
inconsistency
Personality style
Impact of personal experiences
Impact of training experience
Contradiction (to impact o f training 
and having models to understand 
BPD): Absence of psychological­
mindedness in CPs vs social worker
Importance of non-defensiveness of 
position
Emotions affect choices and behaviour: 
importance of reflection
Impose control over client to contain 
anxiety/defend position
Difference between CP and other team 
members
Team members feel helpless 
Helplessness and control
And what would you understand that is 
about, why people are more like that 
than others?
I think it’s a combination. I think it’s 
about personality style and what’s 
affected you in your own past to 
enable you to be more reflective and 
curious. But also training. I think you 
need the combination. I think there are 
some Psychologists who are not 
terribly suited to working with people 
with personality disorder. Yet there’s 
a social worker in our team who is 
fantastic with people with BPD but 
she’s the most psychologically-minded 
social worker I’ve ever met. But that 
reflection is about not being arrogant 
about your position and being able to 
say “I wonder what’s going on, I 
wonder if it’s about me” rather than 
trying to impose control over the 
client.
What do you think trying to impose 
control is about?
I think it’s about alleviating your own 
anxiety. You don’t want messiness on 
your caseload. I don’t either but 
perhaps I go about trying to tidy it up 
in a different way. Care co-ordinators 
don’t want messiness on their caseload 
because it feels out of control and 
causes you anxiety so if you can 
impose some control on that then you 
might be more likely to feel better 
about it. With crisis calls for example, 
I listen to some team members on the 
phone who tell the clients what to do 
and I don’t know, maybe it’s because 
they don’t know what else to do.
Okay. So these examples we have 
been talking about are examples of 
when you feel decision-making has not 
gone so well. Are there any examples
Personality
Personal past 
experiences 
Reflection, curiosity
Training
CONTRA: Natural 
Psychological­
mindedness
Defensiveness
Reflection
Control
Containment
Control
Emotional reactivity 
Containment of 
emotions
Helplessness
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Effective collaborative working: 
communication and listening, shared 
views/styles (empathy), support, 
honesty
Reflection and problem-solving are 
effective for decision-making
Defensiveness is not effective
Knee-jerk reactions vs reflection
Importance of shared understandings 
for effective working
DBT enhances curiosity
Effect of wider service provision 
(DBT) in reducing anxiety and 
increasing positivity
Desire to improve wider service 
Don’t know what to do with them
of times when you’ve experienced 
more successful decision-making in 
relation to clients with BPD?
Well, there is an example of when I’ve 
been working with a client and felt 
really anxious about something. And I 
have had conversations with another 
team member about it  We worked 
well together and came together to talk 
about what to do and come to a 
decision. I suppose she has listened to 
me and generally has a similar view. I 
try to be empathie to the client and she 
has been empathie. And empathie to 
my anxieties around it. So I’ve not 
had to pretend I am not anxious. Yeh I 
think I’ve been able to be honest with 
her. And I think I’ ve been honest with 
her because she has an empathie 
understanding of that client also. And 
so she really is weighing up “should 
we go round or shouldn’t we?” rather 
than “I’m not running around on a 
Friday afternoon”. And that’s often 
what I hear, you know, a personal 
knee-jerk reaction of being 
manipulated, whereas this person can 
say “gosh, I feel a bit manipulated” 
and she generally has an empathie 
understanding at the time of where the 
client is coming from. So I guess 
talking to like-minded people. I think 
there is a bit of change since the DBT 
service. People are being more curious 
and saying “can you tell me about this 
client, can we do a case presentation”.
I think there’s something around “well, 
this treatment seems to work”, and the 
clients seem to respond a bit, the 
reputation goes around and people are 
more interested in the therapy and the 
potential of helping clients. It’s a new 
service, I think over time it will have 
an impact. But I would like to be 
having more of a systemic input into 
the wider service but that’s to come 
down the line. But usually people just 
don’t know what to do with them and 
people think all they can do is be
Emotional reactivity 
Helplessness
Collaboration
Empathy (of colleague)
Emotional reactivity 
Shared understandings
Transparency
Defensiveness
Emotional reactivity
Reflection 
Empathy (of client)
Wider services 
Resources
Curiosity
Interest
Belief in change 
Time
Wider services 
Helplessness
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New services to offer clients
Constraints of CP role due to wider 
service demands: Reduces input to 
CMHT
Difficulties and anxieties coming to a 
new team
CP feeling heard and having an 
influence : the effect of time
Feeling good about influence: a 
reinforcing factor
Powerlessness: strong characters -  are 
some silenced?
Limited openness to new knowledge
CP having an influence: time and 
experience
Impact of personal style.
Power ands influence of Psychiatrists.
supportive. DBT is something new to 
offer them.
Okay. And thinking about your role, 
how would you describe your role 
within the team?
Well, it’s changed, it feels very little. 
Because the trust is a foundation trust 
we have to tick boxes. And so for 
example our assertive outreach service 
had to have a psychologist in it so I 
now do half a day there and supervise 
an assistant there. And I co-ordinate 
another service. And do the family 
team for psychosis as well. I am still 
there in team meetings. I started in 
this team as a newly qualified and I 
never knew what to say and used to 
dread meetings. But know I have 
plenty to say and feel I found my 
voice. When I have an opinion about a 
client I can say it with enough 
conviction for people to say “yes, 
that’s a really good point actually” and 
I feel good about that, that I have a 
role in influencing the decision­
making in the system. I don’t tend to 
get into the teaching thing, I’m not 
sure how well the teaching role would 
go down here. It’s a team of strong 
characters. You’d have to be invited 
to teach I think.
Okay, and you mentioned how your 
confidence has grown since being 
newly qualified in the team. What do 
you think has helped you feel more 
confident within your team?
I think its time and the natural 
gathering of experience and 
confidence. It’s who is in your team. 1 
have been in teams where -  well, this 
team before -  where the psychiatrist 
has been influential and a team leader, 
and sometimes that’s been great, 
sometimes not so great. That’s not the 
situation at the moment and so I feel 
like the voice that perhaps should be
New hope
CP role
Wider constraints
Career stage, experience 
Powerlessness
CP: Confidence, Power
Power dynamics 
Defensiveness
Confidence
Experience
Power dynamics 
Psychiatric leadership
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Changing environment and changing 
level of influence
CP feeling they can’t say much, and 
helpless against perceived powerful 
influence
Confidence is greater with training and 
knowledge
Strength of voice when team has 
limited sense of faith in perceived 
‘powerful’ team members
Exercise of power removes sense of 
power from others: silencing
Absence of dictatorial ‘leader’ gives 
people a voice
Specific responsibilities for specific 
individuals: the impact of skill, 
knowledge and training
Weight lies with team manager vs 
psychiatrist
heard a bit more is a bit absent and I 
suppose you get elevated in those 
situations to have a bit more weight. It 
depends, I know in the past that some 
psychiatrists have had the effect on me 
that I think “I don’t think I’m really 
going to say much here”, and either 
because it’s not going to have much of 
an influence or I can’t be doing with 
arguing. I also think learning and 
training I have been on has helped, 
that’s another reason why I say things 
with more conviction.
So when you said earlier about some 
team members not having much of an 
opinion, is that in relation to these 
clients or clients in general?
It is in relation to clients generally. I 
guess at the moment one of the 
psychiatrists many of the team 
members feel is ineffectual. So people 
step up in those situations and are a lot 
more confident, whereas if you’ve got 
a team clinical leader who is very 
dictatorial and has very strong views 
whether in a helpful or unhelpful way 
people are going to be more silenced 
whereas I think now people are more 
vocal because that leadership role isn’t 
being taken up.
In this team where does ultimate 
responsibility lie?
It varies. I think when the team leader 
has enough conviction that person 
would have the last say if it’s about 
something medical or diagnostic. 
Whereas the team manager tends to 
have more weight in saying I think or 
don’t think the client suits this service. 
Yes, if it’s the clinical team leader it 
has to be something more specific 
otherwise it’s the team manager.
And when there are differences in 
opinion, how does that tend to be 
managed?
Power dynamics
Powerlessness
Silencing
Knowledge and skills 
Training
Leadership 
Power dynamics
Silencing 
Power dynamics
Power dynamics 
Knowledge and skills
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Contradiction (to feeling silenced): all 
team members have a voice, opinions 
are accepted
Contradiction (to limited open- 
mindedness): People accept others’ 
points and new ways of doing things
Different opinions make a rich 
discussion and more effective outcome 
is likely
Contradiction (to defensiveness of  
position): can accept new ideas and 
ways of doing things
Different views makes for more 
collaborative working, reflects the 
existence of a process of thinking about 
the client
Thought and reflection vs knee-jerk 
decision-making
Multiple perspectives as a safeguard for 
the client
Personal views of a team member in a 
position of responsibility affects team 
decisions: impact of powerful 
positioning
I think in our team we are quite good 
at being verbal. No-one has a problem 
generally saying what they want to say 
if they want to say it. And if that’s not 
squashed by anyone no-one tries to 
suppress that. But at the same time I 
think people are generally quite good 
at back-tracking or hearing what 
someone else has to say and saying 
“oh well yeh, good point”. I certainly 
don’t- (PAUSE) - 1 mean, that example 
I said about earlier was really unusual, 
so unusual. I generally have a sense of 
well, we generally seem to muddle 
through and may have different 
opinions but those differences in 
opinion make for a richer, more 
helpful outcome. It means it has been 
thought through. So I don’t know how 
we manage it but it just kind-of works 
out. People aren’t afraid of being 
forward and aren’t so anxious that they 
can’t say “oh actually good point, lets 
go with that”. People aren’t that 
insecure that they have to desperately 
hold on to their original opinion.
When there are differences in opinion 
and a client has been discussed more, 
for me it’s a feeling of satisfaction that 
people have bothered to think about 
this rather than one person based on 
their own anxiety or their own 
annoyance that’s made that decision. 
It’s like a safeguard really isn’t it. You 
know, multiple perspectives.
I know you have spoken a bit about 
decisions that have been made and 
why they may have been seen as 
effective, and so on. But is there 
anything else you can think of which 
you feel might be helpful or unhelpful 
for effective team decision-making?
I think it helps for someone to chair. 
That is a skilled job. If you have a 
chair who is negative in their mindset 
about BPD it can influence the way in 
which decisions are made. If they are
CONTRA: speaking up 
Power dynamics
CONTRA: acceptance 
of differing views
Conflicting views (is 
positive)
CONTRA: acceptance 
of differing views
Conflicting views (is 
positive)
Emotional reactivity 
Multiple perspectives
Individual
characteristics
Power dynamics
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Positive impact of reflection and 
curiosity on effective team decision 
making
Differences in style among team 
members
Working within team mirrors therapy 
with clients: contributes to s sense of 
pressure on CP
Defensiveness: threat to position if 
transparency around emotions
If others reflect it helps encourage self­
reflection within team
Vulnerability is used as a defence 
mechanism; the individual is not 
challenged
Fear of challenging others
A forum for discussion of BPD clients: 
creates space for discussion and 
reduces anxiety
Team dynamics in work with BPD 
clients: become more defined and clear
quite reflective themselves that helps. 
Ideally for everyone to be more 
curious and self reflective about why 
they are making the decisions they are 
making. I mean there are some people 
in the team who you would never hear 
say “I wonder if I’m being a bit too 
anxious there, or I wonder if I’m 
acting on my own anger”. There are 
some people who would never be able 
to whether it’s because it wouldn’t 
occur to them or it would feel too 
threatening. But there are others on 
the other hand who are quite happy to 
do that. It helps if you have others in 
the room doing that. But if you have 
people who find that incredibly 
threatening, you end up having to 
regard them as quite fragile members 
of the team. And actually sometimes 
you end up prioritising the clinician’s 
needs and protecting the clinician’s 
feelings rather than saying “I think 
that’s not a helpful way to go with that 
client” or “I think you need to do that 
differently”. There are ways of saying 
that. Certain clinicians you would not 
say that to because you would think it 
would be too difficult for them. You 
think “I wouldn’t go there” because, 
well, I don’t know, sometimes it feels 
like you are doing client work in that 
you are gently trying to notice how 
they might be behaving in a situation 
and wonder whether that’s helpful or 
not. And sometimes one might be 
exhausted by having to do that.
There’s only one or two of them but it 
feels like a piece of work in itself.
And I think the dynamics of the team 
are the dynamics of the team but they 
really show themselves with these 
clients. It comes to the fore. We were 
having a monthly group discussion 
either about a clinical matter or a team 
issue. It’s very rare that someone 
other than personality disorders are 
brought up in that meeting and 
personally, ! welcome that. There are 
some people just dying for that forum.
Need for reflection 
Need for curiosity
Individual
characteristics
Defensiveness
Modelling
Vulnerability as power 
Clinician over client
Fear of challenge? 
Feeling powerless? 
Protection of 
colleague’s feelings?
Power dynamics 
BPD and emotion
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Divide within team
Frustration around client and team
Skill-dependent work
Emotions are played out within team 
processes
The importance of having a 
model/framework
Emotion-driven behaviour guides 
decisions unless a model fonctions to 
contain emotions
Differences among team members
CMHTs not set up as effective service 
for BPD
Wider constraints on CP role, has 
subsequent impact on client care
‘Fighting fire’ vs consistency
Environment does not support the 
process of change
The importance of having a model of 
BPD for consistency
At least half the people, though, are 
saying “I can’t believe we are talking 
about this person again”. So it comes 
back to some people are better with 
one client group than others. It’s 
mainly about anxieties and feelings 
generated as a result of working with 
that client, that the dynamics are more 
obvious. And you either have a model 
in your mind or service or you don’t. 
And when you don’t you end up 
responding by your emotions and not 
applying a formulation to why it’s 
happening and what might be helpful 
in this situation. And most of the time 
people don’t have that model in their 
head. It’s a generic CMHT, it’s not set 
up to think carefully about people with 
personality disorders. They ’re not in 
the best place if they are in a CMHT.
Is there anything you can think of that 
could improve that, or the process 
within the team?
If my role was just to teach the team 
about models and how best to respond, 
and their anxieties, then I am sure the 
clients would receive a better service. 
But as it happens my role is so diverse 
that I can’t do that. It’s not what I am 
employed to do. And I try to do it in 
an ad-hoc way when I can or when I 
notice it might be useful, but that’s like 
fighting fire every now and again 
rather than a consistent approach and 
every now and then someone tries to 
role out training about people with 
personality disorders to teams or 
services. But then they come back to 
the team and don’t remember any of it 
because no-one is in there supporting 
or teaching, supervising, consulting, 
and you need it at that level. The only 
reason the DBT service manages to 
sustain that is that it’s so model-driven 
you don’t allow to go off-model. But 
without that you’re a bit anchorless.
So does it come down to resources?
Splitting
Emotional reactivity 
Individual 
characteristics 
Emotional reactivity
Emotions and dynamics
Having a model of BPD
Emotional reactivity
Knowledge and skills 
Suitability
Role constraints 
Effect on client
Inconsistency
Environment
Resources
Having a model of BPD 
Inconsistency
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Limited resources 
Importance of knowledge
Models provide guidance and 
containment of emotions
CMHT: lack of model = lack of 
guidance
Knee-jerk decision-making, changes 
with environment
Fear of blame = less positive risk- 
taking
Need for an evidence-based model in 
CMHT
Model contains anxiety and reduces 
helplessness
Model provides a way of managing 
emotions working with BPD
Model as safeguard
It’s about resources and it’s about 
knowledge. (PAUSE) It’s quite tiring, 
this.
I know it involves a lot of thinking. 
Well that was the second to last 
question. Only that is there anything 
else you can think of that you would 
like to talk about regarding decision­
making in relation to clients with 
borderline personality disorder?
Not really, erm, I suppose the more I 
think about the difference between the 
DBT service and the CMHT, its hard 
to make decisions unless you have 
some principles guiding you and I 
think the principles that are used by the 
CMHT are quite random, or they’re 
what we think at the time, or 
whoever’s in the room and helps to 
make the decision, or they’re in 
relation to accountability mid covering 
your back or you might end up with an 
inquiry. So there’s a risk-averse 
culture. You know, so in the end it 
kind-of makes you wonder what 
guides that decision-making are not 
terribly helpful whereas in the DBT 
service what’s different is that what 
guides the decision-making is an 
evidence-based model. And when you 
start flagging and thinking “oh my god 
I’ve got no idea what to do with that” 
you’ve got “well what does the model 
say?”, and you go back to that and 
that’s what drives your decision­
making. You can feel as pissed off as 
you like with the client. You’re not 
going to do something because you 
feel pissed off. You’re going to do 
something because the model tells you 
to. So it sort of safeguards you. And 
I’m not saying that can answer all 
things but it’s a huge help. Whereas 
the more I think about it, in a CMHT I 
don’t know what guides the decision­
making, all kind of odd things. It 
might be just “well that’s the last time
Resources
Knowledge and skills
Lack of guidance 
Inconsistency
Blame culture 
Fear
Having a model
Containment of 
emotions
Emotional reactivity
Containment of 
emotions
Having a model 
Inconsistency
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jEmotion-driven decision-making: 
Random, reactive, anxiety-containing
I accept a call on a Friday, I’ve had 
enough so I won’t call her back”. Its 
random stuff, its reactive stuff, 
anxiety-containing stuff. That’s a new 
realisation for me. Its all a bit random.
Emotional reactivity 
Emotional containment 
Inconsistency
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